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8 003 Initial Comments 8003
An unannounced complaint/incident investigation
survey was conducted at this residence,
Deficiencies were identified.
S 230 Organization And Management 2.4. 13(A/B) § 230 DO ~ ﬂL
‘ Management Of Services W A D W w ! , }
: }‘ olm/ /\/ I DN 3
2.4.13 (A/B) Management of Services W \’fL D\t'l n- & 0{ cat hag
any by w;jn n
A. Each residence shall provide services with 'Z} o Z Al 7 Iﬁf er oF

adequate professional and ancillary employees
and in accordance with applicable state law.

Further, the residence shall assure that all Adml%d W w l‘ l I meon |‘ -}v/' /j

selvices are rendered in a safe and effective
manner and consistent with the requirements S\ f F’” d’nf W 'H\ e oy

herein. The residence shall provide all care and \j\i\% on a wee lc b QS[S fD ;)_/m ;3

services to all residents in accordance with the en
prevailing community standard of care. \ [ s s,:-tafc W?(EA acrs F.ﬂ‘mp 7L
B. The residence shall have a policy and ) AT fhen o
procedure manual that is reviewed and updated - | 2/ | St j‘ e -

by the administrator at intervals not to exceed

twelve (12) months, and shall include, but not be _|po V\/ wil | hq 5 ,' e [{7

limited to, the following items:

. . . o Moattor wound clps Py
1. Awritten description of all services available - G( 23
to residents that shall be designed to promate the e CV M "('I'IL“G' N g wee f:{y
resident's efforts fo maintain independence; S- ; e
2. Awritten statement of admission criteria that ails / [z ; E7C.

shall include, at & minimum, the following
information regarding the resident population:
a. Nature and extent of disabling condition(s)

|

DU(A) WI” ,or‘u{/,d(?

served; and evy d"”ﬂC@ »Fr() m
b. Restrictions (if any).

outside agency so 3/)7 4
(1) The statement of admission criteria shall
include a staternent that no otherwise qualified wet. Knd U) + ,C C pf t -/;y
applicant shall be denied admission to the ov we u,nd <Sr2 (:; ETC .
residence solely on the basis of race, creed, / [ ’

color, religion, sexual orientation, or national
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Continued From page 1
origin.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence failed to
provide all care and services in accordance with
prevailing community standard of care relative to
wound care for 1 of 4 sample residents reviewed,
1D #1.

Findings are as follows:

According to the "Clinical practice Guidelines for
the Treatment of Pressure Ulcers” developed by
the U.S. Department of Health & Human
Services, Public Health Service Agency for Health
Care Policy and Research states on pages 23-25,
"...that once a pressure ulcer is initially assessed,
the ulcers should be reassessed at least weekly.
The assessment includes the size, depth, shape,
drainage, and odor of the pressure ulcer...”

According to "The National Pressure Ulcer
Advisory Panel," pressure ulcer definition statés
in part, "...Stage 2 Pressure-partial-thickness loss
of skin.._.the wound bed is viable, pink or red,
moist...fat is not visible and deeper tissue is not
visible.. slough [dead cells that accumulate in
woundland eschar [dead tissue that interferes
with wound healing] are not present...Stage 3
Pressure-Full thickness fissue loss.
Subcutaneous fate may be visible, but bane,
tendon or muscle are hot exposed. Slough may
be present but does not obscure the depth of
tissue. Slough -yellow, tan, gray, green or brown
drainage and/or eschar in the wound bed.._Stage
4 Pressure ulcer: Full thickness and tissue loss
wnﬂL ;axposed or directly palpable...tendon are
visible...”
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A complaint related to quality of care was
repotted to the Rhode Island Department of
Health on 1/19/2023 which revealed that a
resident was sent to the hospital with a wound
that was deep, requiring hospitalization.

Record review revealed the resident moved into
the residence in October of 2020. S/he has
diagnoses including dementia, celluliis (A
common and potentially serious bacterial skin
infection) of the right lower limb, and peripheral
vascular disease (a condition in which narrowed
blood vessels reduce blood flow to the limbs).

Record review revealed the resident was
admitted to an outside agency for skilled nursing
wound care on 11/5/2022.

Record review revealed the following progress
notes from the outside agency:

- 10/4/2022 states in part, "Sent to [acute care
hospital] for wound on right ankle-Dx [diagnosed]
cellulitis. "

- 11/5/2022: outside agency wound assessment
"Right foot heel/decubitus/pressure ulcer. wound
bed-dry, bed color; pink, brown...wound
drainage...serous [a thin, watery fiuid that is
produced in résponse to local inflammation]."

- 11/5/2022: .. right leg ankle...wound bed
slough...dry brown tendon...is brown in color and
necrofic [dead celis] the peri [surrounding]. wound
is slough.. recommend that patient be seen at the
wound clinic... :

- 11/7/2022: “right foot heel/decubitus/pressure
ulcer: peri wound skin erythema [reddening of the
skin as a result of injury or irritation]...right leg
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ankle Achilles [a thick tendon located in the back
of the legjwound bed eschar...red,
black . drainage..."

- 11/17/2022: "...wound bed slough, red...Pt
[patient] cornplaint of tendemess when touch..."

- 11/22/2022: "wound care visit [at wound care
clinic] wound was debrided [the process of
removing dead tissue from a wound]...wound
measurement 6.2 x 3.0 x 0.2 cm [width by length
by depth centimeter]...loose eschar debrided
around edges..."

- 11/27/2022: *...wound bed pink/white with

-tendon [a connective tissue that aftaches muscle

to bone] exposed...”
- 12/4/2022: "._.wound bed slough, red..."

- 2/3/2023: "...condition upon discharge: Stage [1I
[3] ankle wound..."

Further record review revealed the resident was
admitted to an acute care hospital from 10/4/2022
through 10/20/2022 related to a wound on his/her
right ankle. Additionally, s/he was adrnitted 1o a
skilled nursing facility (SNF) from 10/20/2022
through 11/4/2022 and returned to the residence
on 11/4/2022.

Record failed to reveal evidence of weekly wound
assessments includes the size, depth, shape,
drainage, and odor of the pressure ulcer to the
resident's right heel. Additional record review
failed to reveal evidence that the resident wound
care that was being provided by the outside
agency was being maonitor by the residence and
that the residence was aware of the condition of
the wounds,

$ 230
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Continued From page 4

During a surveyer interview on 2/15/2023 at 2:51
PM with the Director of Wellness in the presence
of the Executive Director, she acknowledged that
she did not perform weekly skin assessment of
the resident since the wounds were identified.
Additionally, she acknowledged that she had not
reviewed the resident's wound assessment or
records until it was brought to her attention by the
surveyor on 2/15/2023.

Resgidency Requirements 2 4.14(A) Residency
Requirements

2.4.14 (A) Residency Requirements

A. Each licensee, or his/her designee, through
the assessment and evaluation procedures
delineated in these regulafions (see § 2.4.16(C)
of this Part) shall be responsible to ensure that
admission to and residency in an assisted living
residence be limited fo those individuals who
meet the definition of "resident” in accordance
with § 2.3(A)(32) 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 retained a
resident that does not meet the definition of a
resident for 1 of 4 residents reviewed, 1D #1.

Findings are as follows:

Per the regulations as defined in section 2.6.2
states in part, "...B. Assisted living residences
licensed to provide litnited health services may
provide any or all of the following services: 1.
Stage | and stage Il pressure ulcer treatment and
preveniion..."

$ 230
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According to the "Clinical practice Guidelines for
the Treatment of Pressure Ulcers” developed by
the U.S. Department of Health & Human
Services, Public Health Service Agency for Health
Care Policy and Research states on pages 23-25,
"...that once a pressure ulcer is initially assessed,
the ulcers should be reassessed at least weekly,
The assessment includes the size, depth, shape,
drainage, and odor of the pressure ulcer.."

The following are defined in part by The National
Pressure Ulcer Advisory Panel;

"._.Stage 2 Pressure-partiai-thickness loss of
skin...the wound bed is viable, pink or red, moist
...fat is not visible and deeper fissue is not
visible...slough [dead cells that accumulate in
wound]and eschar [dead tissue that interferes
with wound healing] are not present...Stage 3
Pressure-Full thickness tissue loss.
Subcutaneous fate may be visible, but bone,
tendon or muscle are not exposed. Slough may
be present but does not obscure the depth of
tissue. Slough -yellow, tan, gray, green or brown
drainage and/or eschar in the wound bed...Stage
4 Pressure ulcer: Full thickness and tissue loss
with exposed or directly palpable.. tendon...”

Record review revealed the resident moved into
the residence in October of 2020, S/he has
diagnoses including dementia, cellulitis (A
common and potentially serious bacterial skin
infection) of the-right lower limb, and peripheral
vascular disease (a condition in which narrowed
blood vegsels reduce biood flow to the limbs).

Record review revealed the following progress
notes from the outside agency:

- 10/412022 states in part, "...Sent to [acute care

5285
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hospital) for wound on right ankle-Dx [diagnosed]
cellulifis,..”

- 11/5/2022: outside agency wound assessment:
"Right foot heel/decubitus/pressure ulcer: wound
bed-dry, bed color; pink, brown...wound
drainage...serous [a thin, watery fluid that is
produced in response fo local inflarmation]."

- 11/5/2022: "...right leg.ankle.. wound bed
slough...dry brown tendon...is brown in color and
necrotic [dead cells] the peri [surrounding] wound
is slough...recommend that patient be seen at the
wound clinic..."

- 11/7/2022: "right foot heel/decubltus/pressure
ulcer: peri wound skin erythema [reddening of the
skin as a result of injury or irritation].._right leg
ankle Achilles [a thick tendon located in the back
of the leg]j wound bed eschar...red,
black...drainage...”

~11/17/2022: .. wound bed slough, red.. Pt
[patient] complaint of tenderness when touch..."

- 11/27/2022: ... wound bed pink/white with
tendon [a connective tissue that attaches muscle
to bone] exposed ..."

- 12/4/2022: " .wound bed slough, red..."

- 2/3/2023: "...condition upon discharge: Stage 111
[3] ankle wound.."

Record review reveals this residence does not
have a license o provide limited health services,
which is required to provide wound care to a
resident and can not provide care to a wound
greater than a stage 2. Additionally, the record
failed to reveal evidence of wound assessments
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During a surveyor interview on 2/15/2023 at 2:51
PM with the Director of Wellness in the presence
of the Executive Director, both staff
acknowledged that the residence does not have a
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A. Each residence shall, at & minimum, maintain wi [ ‘H‘ 1 3 -0 .
the following information for each resident. U/O 0’ 1 le e

1. The resident's name; ‘Q g‘g___ Ua W ), [ ’ ;O[DLA Lk

~

2. The resident's last address; 2u) (7( m C(f {_\m % lb.l(‘}S
3. The name of the person or agency referring [ O!-E 2,

the resident to the home; ) &’,"é ‘A/ 7 HCZ

4. The name, specialty (if any), telephone Km yﬂ) /

number, and emergency telephone number of d WOMﬂd S,'[ e I gTC

each physician who is currently treating the
resident;

. , a (\ we \3
5. The date the resident began residing in the S M o? VVM r’w Pm Pnﬁ -)-\\‘\
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Continued From page 8

medication administration as required by the
Department;

a. Inresidences licensed at the M2 level, if a
resident refuses to provide the information cited
in § 2,4,15(A)(6) of this Part, this fact shall be
documented in the resident's service agreement.

7. Wiritten acknowledgments that the resident
has signed and received coples of the rights as
provided in R.Il. Gen. Laws § 23-17.4-16;

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

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

10. The name, address, and {elephane nurmnber
of a person identified 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 {o keep on record;

12. Acopy of the initial and periodic assessments
described in § 2.4.16 of this Parg;

13. Acopy 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.

5310
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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 minimurm, information about any specific health
problems of the resident, which may be useful in
a medical emergency, including therapeutic
orders for 1 of 4 sample residents reviewed, 1D
#1.

Fihdings are as follows:

Per regulations as defined states in part, "..§
2.4.15(A)(B)(1) Entries in the resident's record
relating to treatment, medication and diagnostic
tests shall be made by the responsible persons at
the time of administration

and/or service...1. Defailed descriptions of all
pressure ulcers, or other skin lesions, shall be
recorded in the resident's record..."

Record review revealed the resident moved into
the residence in October of 2020. S/he has
diagnosis including dementia.

Record review revealed the resident was
receiving outside services for skilled nursing
service for wound care with a start date of
111572022

Record review of an outside service for skilled
nursing wound care assessment dated 11/5/2022
states in part, ".._Right Foot
Heel/Decubitus/Prassure Ulcer [injuries to skin
and underlying tissue resulting from prolonged
pressure]..."

Record review of the resident’s record failed to
reveal evidence of a physician's order for a
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therapeutic order for wound care fo the right heel 0
as indicated in the above-mentioned assessment. | /~ w 2 d ’? d
Additionally, the resident's record failed to reveal ?J W W gj ‘r eauin . 7
evidence of a detailed description of all pressure 0 7157 —
ulcers by the responsible persons at the time of ) fo/bp o C(/I‘n m A . [?
service as required. 0%9 Y 0\(7{7[ O'F (o4, hh o "
Additional record review of the resident's record \§§\Q\ VMJS O{GCU menTelt 1N
failed to reveal evidehce of communicationinthe | <\~ o e nulSiog o e
resident's record between the residence and the p r (0 ¢ (y as. -
skilled nursing service regarding the wound care , h
and assessments until it was brought to the 2 [0 Do lA) W f ’ PflSWf f cC ("[VE _
residence attention by the surveyor on 2/15/2023. S . P I 1 P, 3
- fician ocdef” from
During a surveyor interview on 2/15/2023 at 2:51 [0 ageac 7 l/ oq :
PM with the Director of Wellness in the presence admir f 7!.0 [ U! 4 N
of the Executive Direcfor, she acknowledged that lan )
the resident's record did not maintain inforrnation . y
about specific health problem of the resident 5 3[ d :[F f s / d ‘p/vl 2 0‘11 WO'W\J
including a pressure ulcer to his/her right heel. Coact ffa m o U'ﬁ I4 0{ P [7 ) .
=, | Additionally, she acknowledged that the 2 0 ” » ”
1 residence did not have the assessments of the o 7 ﬂfy g blj Wl C .
resident's wound in his/her medical record unti} it o 92aCy op ee {cl ({ k Cu[_)'
was brought to her attention by the surveyor. 5 CF 7 {_q {\I
: ~ ( dotyimon fio
S 815 Special Care License Requirements 2.5.2(G) S8 g 2 UJ-’
Specific Requirements af o f_ /172 d
252 (G) Specific Requirements now haU{? a . (ancalg
G. The Alzheimer Dementia Special Care ‘OU oK Wh‘}c’h (st e
Unit/Program shail operate and provide services d euel
to all residents of the unit/program in accordance 0 CM‘ m e Fd ol V
with the prevaiiing community standard of care [/ 15 / -{—,
for residents with the particular needs and '
behaviors with dementia .
This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
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been determined the residence failed to operate
and provide services to all residents of the

.| Special Care Unit (SCU) in accordance with the

prevailing community standard of care for
residents with the needs and behaviors due to
dementia related to safety rounds conducted for
23 of 23 residents on the SCU.

Findings are as follows:

According to the Alzheimer's Association,
"Alzheimer's disease is a generative brain
disease and the most common cause of
dementia. Dementia is a syndrome, a group of
symptoms that has several causes. The
characteristic symptoms include difficulties with
memory, lahguage, problem solving, and other
cognitive skills that affect a person's ability to
perform everyday activities."

Record review of the residence policy titled,
"Resident Safety” states in part, " [residence
name] is a twenty-four (24) hour assisted living
facility; therefore, the facility is staffed twenty-four
(24) hours a day seven (7) days a
week__Throughout the day and night, staff
members endure the safety of our residents by
accourting for their whereabouts and
wellbeing...Staff account for residents at...5:00
P.M. dinner, 7:00 P.M. snack, 8:00 P.M,
medication pass, and 10:00 P.M. 2nd shift
rounds. The 3rd shift Med Tech performs rounds

every two (2) hours to monitor regidents..."

Record review revealed the residence conducts
heurly check on all residents on the SCU on each
shift. Further record review of a staff education
material dated 2/2/2023 states in part, "Rounding
is mandatory all shifts, You must do the
appropriate safety and incontinence rounds, All
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residents are fo be seen with your eyes every
hour. Documentation is to be followed every
hour

Record review of an allegatnon reported to the
Rhode Island Department of Health dated
2/13/2023 and 2/15/2023 revealed that staff on
the overnight shifts are sleeping on duty and are
not performing their required rounds on the
residents on the special care unit,

Record review of the residence rounds
documentation failed to reveal evidence of rounds
being performed every 2 hours as per the
residence’ policy on the following dates and
times:

- On 27372023 from 3:00 PM-11:00 PM

- On 2/4/2023 from 5:00 AM-6:00 AM and from
4:00 PM-11:00 FM

- On 2/5/2023 from 12:00 AM-6:00 AM and from
3:00 PM-10:00 PM

- On 2/6/2023 from 12:00 AM-6:00 AM

- On 2/7/2023 from 12:00 AM-6:00 AM

- On 2/9/2023 from 12:00 AM-6:00 AM

- On 2/10/2023 from 12:00 AM-6:00 AM and from
3:00 PM-10:00 PM

- On 2/11/2023 from 3:00 PM-10:00 PM

- On 2/12/2023 from 12:00 AM- 6:00 AM and
fram 3:00 PM io 10:00 PM

- On 2/13/2023 from 12:00 AM-6:00 AM

- On 2/14/2023 from 12:00 AM-6:00 AM

During a surveyor inferview on 2/16/2023 at 9:30
AM with the Director of Human Resources, she
indicaied that she was made aware by the siaff
that the overnight shift staff were sleeping on
duty.

During a surveyor interview on 2/15/2023 at 9:22
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AM and on 2/16/2023 at 10:01 AM with the - y
Executive Director and the Director of Wellness, pyvyweill b(b J‘—L’Qpﬁ%
both staff acknowledged that staff had made aLl. EN / Y
them aware of the overnight staff sleeping on 4 Fﬂﬂu)/
duty and not performing their hourly safety rounds ?(U‘L Jeead-
on the residents. The Director of Wellness failed /W
to provide evidence as to why the safety rounds Lunna (’;/L)(f)w GZ ot
were not being conducted as required.
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