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2.4.12 (H) In-service Training

1. Employees shali have on-going, at intervals not
to exceed twelve (12) months, in-service training
as gppropriate for their job classifications and
including the topics cited in § 2.4.12{G) of this
Part.

2. All new employes orientation and on-going
in-service training shall be documented in the
employee's personnel file, and maintained onsite

. at the licensed residence.

This Requirement s not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence falled to
ensure employees shall have inilial and on-going,
atintervals not to exceed twelve (12) months,
in-service fraining in ali required topics for 3 of 3
staff reviewed, Staff A, B, and C,

Findings are as follows:

Record review of personnel records and facility
in-service training documents failed fo reveal the
following staff were in-serviced on all required
topics identified in 2.4.12(G1) and 2.4, 12(G2}
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S 003 tnkial Comments $003
An unannounced complaintincident investigation
survey, ACTS reference numbers 98848, 99456,
and 99517, was conducted at this residence on
2/11/2025 {o defemnine compliance with state
regulations. Deficiencies were identified.
1. We have begun including in-sarvices|
S 190 Organization And Management 2.4.12.H 5 180 during each monthly All Staff Meeting.
Administrative Management The completed in-services will be auditgd
and any employee who does not attend{complete

in-service meeting will have a week to omplete
. the assigned in-service or will be removid from
. the schedule until that in-service has begn compleipd
and furned into the Business Office.

e

2. All new employees files will be audited within on
woek's timeframe and will ensure alf prgper training
and necessary licensure is documented]in their
employee file. After one week, if any doguments ar
missing, the employee will be removed fromthe |
schedule until the appropriate education has been
completed and submitted to Business Ciffice.

This will begin immediately during the March All Staff
meeting on March 20, 2025,
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§190| Continued From page 1 S 190 The Executive Director will evaluate the grientation
According to 2.4.12(G1), the administrator shall scheduled in-services to ensure full compliance and
ensure that all new employees shall receive at will replace or add any missing or incorrect in-servicps.
least two (2) hours of orientation and training Specifically, the Executive Director will look for Fire
within ten (10) days of hire and prior to beginning | Prevention and Emergency Preparedness and
work in the assisted living residence. These / sk‘ Procedures training to be added to the upcoming
trainings include the following: ; orientations. We will also ensure ALL staff completeg the

a. Fire prevention

b. Recognition and reporting of abuse, neglect,
and mistreatment

c. Assisted living philosophy {goals/values:
dignity, independence, autonomy, choice)

d. Resident's rights

e. Confidentiality

f. Emergency preparedness and procedures
g. Medical emergency procedures

h. Infection control policies and procedures
i. Resident elopement

According to 2.4.12(G2), the administrator shall
ensure that all new employees who will have
regular contact with residents and provide
residents with personal care shall recsive at least
ten {10) hours of orientation and training within
thirty (30) days of hire and prior to beginning work
alone in the assisted living residence. These
trainings include tha following:

j. Basic sanitation

k. Food service

1. Baslc knowledge of cultural differences

m. Basic knowledge of aging-related behaviors
including dementia and Alzheimer's disease
n. Personal assistance

0. Assistance with medications

p. Safely of residents

q. Body Mechanics

i. Resident Transfers (required for residences
licensed at the F1 level for fire safety)

j. Record-keeping

Preparedness and Procedures.

completed.

Meeting on April 17, 2025.

new trainings for Fire Prevention and Emergency

When auditing the hew employee files (s
will also ensure all proper education has

Some time is asked to find the proper tra
have the new training implemented by Af

re above),
been
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k. Service plans
L. Internai reporting.

Staff A was rehired as a Ceriifled Medication
Technictan (CMT)/Nursing Assistant (NA) in
September of 2024. Review of the record
revealed incomplete hire trainings on fire
prevention, assisted living philosophy, resident's
rights, emergency preparedness and procedures,
medical emergency procedures, infection conirol
policies and procedures, basic sanitation, food
service, basic knowledge of cultural differences,
personal assistance, assistance with
medications, safety of residents, body mechanics,
resident transfers, record keeping, and service
plans..

Staff B was hired as a Server on 1/21/2025.
Review of the record revealed incomplete
in-service trainings on medical emergency
procedures and fire prevention.

Staff C was hired as a NAon 1/21/2025. Review
of the record revealed incomplete in-service
trainings on medical emergency procedures and
fire prevention.

During a surveyor interview with the Executive
Director on 2/11/2025 at 1:20 PM, she could not
provide evidence that the above-mentioned
required frainings were complefed.

Organization And Management 2.4,13.8
Management Of Services

B. The residence shall have a policy and
procedure manual that is reviewed and updated
by the administrator at intervals not to exceed
twelve {12) months, and shall include, but not be

§180

§ 233
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limited to, the following items:

1. A written description of all services
available to residents that shall be designed to
promote the resident's efforts to maintain
independence;

2. Awritten statement of admission criteria
that shall include, at a minimum, the following
information regarding the resident population:

a. Nature and exient of disabling
condition(s) served; and

b. Restbrictions (if any).

(1) The statement of admission
criteria shall include a statement that no
otherwise qualified applicant shall be denied
admission o the residence solely on the basis of
race, creed, color, religion, sexual orlentation, or
national origin.

This Reguirement is not met as evidenced by:
Based on record review and staff interview, i has
been determined that the residence failed to have
a policy and procedure manuai that is reviewed
and updated by the residence at intervals not to
exceed fwelve months.

Findings are as foliows:

Record review of the policy and procedure
manual failed to reveal evidence that it has been
reviewed and updated yearly. Facility policies did
not have an inifial date or any dates of review.

During a surveyor interview with the Administrator
on 2/11/2025 at 1:45 PM, she could not provide

After fully reviewing the current policies

a new Policies and Procedures manual
AHCA/NCAL website. The Executive Di

the building.
The binder will be completed, reviewed

for each Dept Head which will contain a
relate to each individual department.

This project will be completed by Aprit 3

dated. The Executive Director will also ¢

L LC
HALCYON AT WEST BAY L. WARWICK, RI 02889
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nd proced
manual, the Executive Director has decided to purc

ihrough the
rector will

update, along with the owner, to create the policies

and signed
reate bindef
I P&Ps that

&, 2025.
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evidence that the policy and procedure manual
had been updated at intervals not fo exceed
fwelve months, as required.
$ 275, Organization And Management 2.4.13.K 5275

Management Of Services
2.4.13 (K) Advance Directives

1. The residence shall have written policies and
procedures that address advanced directives that
shall inciude, but not be limited to, sufficient
instructions for employees to follow in the event
of emergencies and the resuscitation of
residents.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence falled to have
procedures that address advanced directives that
shalf include, but not be limited to, sufficient
instructions for employzes to follow in the event
of emergencies and the resuscitation of
residents,

Findings are as follows:

Review of a "Code Status-informed Consent
Form" states in part, “...Full Code which is
defined as any and all means both mechanical
and physical to revive a resident in the eventof a
cardlac and/or respiratory amest. DNR (Po Not
Resuscitate) which is defined as the withholding
of any and all means both mechanical and
physical to revive a resident in the event of a
cardiac andfor respiratory arrest. A DNR order
would include withholding means to maintain life
such as external chest massage, infubation and

While creating the above policies and prdcedures
manual, the Executive Director will ensure there is a
policy written that will address Advance Girectives and
ensure it includes instructions for employges. We wi
also ensure this is added to this year's education an
™ |audit to ensure ALL staff are fully educatgd on how ¢
/ %fjgf handle emergency situations, including ajresident’s
Wv/ Advance Directives.

[#7]

\g\ This will be completed no later than the April 30, 203
f\,j\gr' deadline with the about Policies and Prodedures
L manual.
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defibriliation...”

The residence policy fitled "Communicafion of
Code Status" states in part, "...1t is the policy of
the facility to adhere to resident's rights to
formulate advance directives. in accordance to
these rights, this facility will implement
procedures to communicate a resident's code
status to those individuals who need fo know this
information. Policy Explanation and Compliance
Guidelines:...When an order is written pettaining
to a resident’s presence or absence of an
Advance Directive, the directions will be clearly
documented in designated sections of the
medical record. Examples of directions to be
documented include but are not limited to: a. Full
Code b, Do Not Resuscitate... The designated
sections of the medical record are: in the front
flap of record. Additional means of
communication of code status include: within
record on Point Click Care..."

Record review revealed Resident 1D #1 moved
into the residence in October of 2023 with
diagnoses including, but not limited to, chronic
obstructive pulmonary disease.

Record review of a progress noted dated
1/28/2025 states in part, "...CMT (Certified
Medication Technician) responded to resident calf
pendant this AM at 04:30, observed resident on
[his/her] knees beside bed with pallor (an
unhealthy pale appearance). EMS {emergency
medical services) activated and transported..."

Review of a statement from Nursing Assistant
(NA), Staff D, dated 1/28/2025 revealed she
witnessed the resident kneeling on the floor
unresponsive, Her statement further revealed that
CMT, Staff A, came to assist her then left to
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check the resident's code status and call 911.

Review of the emergency medical service report
dated 1/28/2025 revealed they received a call
from this residence revealing that the resident
was not breathing. Upon arrival the resident was
found on the floor with his/her knees tucked up
underneath him/her and histher arms extended
by his/her side. The resident was cyanotic (a
bluish-purple discoloration of the skin, fips, and
nall beds caused by a deficiency In oxygen in the
blood), not breathing, and no pulse. CPR was
initiated upon arrival.

During surveyor interviews with facility staff, 4 out
of 5 staff interviewed were unabie to
comimunicate what the protocol was for an
emergency medical event.

During a surveyor interview with the Director of
Weliness, DOW, at 11:02 AM, she revealed Staff
Awent into the resident's room because the
resident used his/her pendant, at this time the
resident was unabie to be located. When the
resident was eventually found in hisfher room,
hefshe was found in a kneeiing position,
inbetween the bad and the wall, unresponsive.
She further revealed Staff D stayed with the
resident while Staff A went to calfl 911. She
indicated that they could not get the residentina
position to do CPR.

Record review revealed the resident's code status
is "Do Not Resuscitate”, the resident signed this
document on 11/7/2023 and the resident's
physician signed it on 11/8/2023.

During a subsequent inferview with the DOW, she
revealed that when the emergency medical
technician arrivad, CPR was immediately started
Faciiities Regulation
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as Staff A could not find the resident's advance
directive in the resldent's paper chart and she
failed to look in the restdent's electronic medical
record to find it. Furthermore, she could not
provide evidence that staff followed the resident's
code status of DNR.
S 350 Residency Reguirements 2.4.16.A Resident S 360

Assessment/Service Plans

2.4.18 (A) Resident Assessments and Service
Plans

A. Prior to the admissicn of a resident, or the
signing of a residency agreement with a resident,
the administrator shall have a comprehensive
assessment of the resident’s health, physical,
social, functional, activity, and cognitive needs
and preferences conducted and signed by a
registered nurse.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been defermined that the residence failed to
perform a comprehensive assessment that was
completed in its entirety for 1 out of 3 residents
reviewed, Resident iD #2.

Findings are as follows:

Record review revealed Resident ID #2 moved
into the residence on 2/3/2025 with diaghoses of
hyperiension, atrial fibrillation, and peripheral
vertigo.

This process will begin immediately.

The Executive Director will ensure to beg more care
reviewing the Resident Assessments before signin
on them.

The Birector of Wellness will also look gver the
assessments before they are given to the Executiv
Director for review.
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Record review of the resident's comprehensive
assessment, dated 1/30/2025, revealed “"Section
4 -Behavioral Information" was blank. Section 4
contains important information including, but not
fimited to: wandering, assaultive/destructive
behavior, danger fo self, and self-preservation.

Buring a surveyor interview with the Director of
Welliness on 2/11/2025 at approximately 3:30 PM,
she was unable to provide evidence that all
sections on the comprehensive assessment form
were completed,
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