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Assassment/Service Plans

2.4.17 (D) Resident Assessments and Service
Plahs

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

This Requirement is not met as evidenced by:
Based on record review and staff interview, it ha
been defermined the residence fafled o
document in the comprehensive assessment
each time a resident’s condition changed

_significantly relalive to ambulation for 1 of 7
< residents reviewed, Resident 1D #1.

Findings are as follows:

The Rhode [sland Department of Health received |

a reporf-on 07/08/2026 that ravealed on
0710772028 Resident 1D #1 had an unwitnessed
fall when Nursing Assistant (NA), Staff A, was
present, but had left the resident in the haliway
while she retrieved gloves from the nursing

stafion.

Review of the Assisted Living Residence 5-day
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A complaint investigation, ACTS reference o
nurribers 1040678, 104042, and 104010, was
conducted at this residence on 07/15/2026 fo. Facilities Hegulatior,
getermine compliance with state laws and )
regulations. Deficiencies were identified.
§ 300, Residency Requirements 2.4.17.D Resident 5380 1. Resident ID # 1’s comprehensive 7/20/2026

assessment {Appendix C) was
updated to reflect stand by assist.

| 2. Aliresident charts were reviewed

by the Resident Care Director and

the Executive Director to verify the
comprehensive assessment (Appendix C},
service plan and Yardi reflect the same
information pertaining to each
residents’ status.

3. The RCD and ED will review ali
resident change in status to verify
it is reflected on the comprehensive
assessment {Appendix C), service
plan and Yardi. The ED will not
sign off on any changes until all areas
have been verified.

4. The Reflections Director will review
10% of the change in status in -
morning meeting and review results
at the Quality Assurance meeting for

the next 6 months.

Facijities Regulation B}
LABCRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTAT

VE'S §]

TE {8} DATE

&0

/27126

STATE FORM

s gH1QN!

If confinuation shest 1of 7



PRINTED: 07/20/2026

o FORM APPROVED
_RI Department of Health : .
STATEMENT OF DEFICIENCIES 43! PRDVIDER!SUPPL!ERI(?IJA (X23 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION JDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
ALRO1500 _ B. WING T— e 07/1512026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
425 ALBION ROAD
COLN
LIGHTHOUSE AT LINCO . | “  LINGOLN, RI 02865
%4} 1D SUMMARY STATEMENT OF DEFICIENCIES [i5] B PROVIDER'S PLAN OF CORRECTION X8
PREFIX {EAGH DEF ICIENCY MUST.BE PRECEDED BY.FULL PREF (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC JOENTIFY NG INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
_ T DEFICIENCY) '
S 390| Continued From page 1 ' 5 390

report revealad Resident ID#7 was found lying

| onthe-floor on hisfher side with the watker

| underneath him/her. The resident sustained a
large skin tear to hisfher right hand. The resident
was bleeding from his/fier face and nose, dnid
histher bilateral eves were biackened. Resident
D #1 passed away on 07/10/2026.

Record review revealed Resident ID #1 moved
into the residence in February of 2022 with a
diagnoesis including, but not limited to, dementia.

Record review of the comprehensive
_assessment, dated 02/03/2026, revealed "Section
“Two-Activities of Daily Living" states.in part,

“ .Ambulation...cusing and reminders to use the

walker..."

Review of the service plan, dated 02/03/2028,
revealed for mobility the resident utilizes a rolling
walker and reguires a stand-by assist and
occasional hands on for balance and safety.

Review of the "Hospice Care Coordination
Note(s)" revealed the following entries:

- 08/16/2028, "...requires assist with ADL's
(activities of daily living) and standby assist to
ambulate with watker...is a high fall risk rt
(relative to) unsteadiness and intermittent
episodes of weakness..."

- 06/24/20286, *...continues to ambulate with
walker and 1 assist...is a high fali risk d/t (due to}
weakness and poor safely awarensss..."

During a surveyor Interview with the Resident
Care Director (RCD) on 7/15/2026 at
approximately 2:45 PM, she could not provide:
evidence that the assessment was updated to

Facilities Regulation
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Assessment/Service Plans
2497 (G) (1) Service Plans

1. Within a reasonable time after move-in, not to
exceed seven (7) days, the Administrator shaii be
respansible for the develupment of a written

service plan shall include &t least:

a. The services and Interventions needed,
including alf services provided by outside
healtheare agencies (e.g., home nursing care,
hospice);

b. Description, frequency, duration relating to
the service or intervention, including personal
assistance, medication, speciat diets, recreational
activities, and other similar services rendered;

c. Party responsible for arranging and/or
providing the service; and

d. The resident’ s requested and/or
therapeutically needed recreational and social
activiies,

This Requirernent is not met as evidenced by:
Based on record review and staff interviews, it
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document that the resident requires a standby
assist for ambulation.
§ 405 Residency Requirements 2.4.17.G.1. Resident | $405 | 7/20/2026

has been determined the residence failed to have

i. Resident ID # 1's comprehensive

assessment {Appendix C) was
updated to refiect stand by assist.

All resident charts were reviewed

by the Resident Care Director and

the Executive Director to verify the
comprehensive assessment (Appendix C)
service plan and Yardi reflect the same
information pertaining to each
residents’ status.

The RCD and ED will review ali
resident change in status to verify

it is reflected on the comprehensive
assessment {Appendix C}, service
plan and Yardi. The ED will not

sign off on any changes until all areas
have heen verified.

The Reflections Director will review
10% of the change in status in
morning meeting and review results
at the Quality Assurance meeting for
the next & months.
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thie parly responsible for arranging andfor
providing the service, relative fo the need of
assistance for mobility, for 1 of 7 residents
reviewed, Resident 1D #1.

Findings are as follows:

The Rhode !siand Department of Health received
a report on 07/08/2026 that revealed on
07/07/2026 Resident |D #1 had an unwitnessed
fall when Nursing Assistant (NA), Staff A, was
present, but had left the resident in the hallway
while she retrieved gloves from the fiursing
statlon. '

Review of tha Assisted Living Residence 5-day
report revealed Resident [D#1 was found lying
‘on the-floor on his/her side with the watker
underneath himther. The resldent sustained a
targe.skin tear to hisier right hand. The resident |
was bleeding from his/her face and nose, and
‘hisfher bilateral eyes were blackened, Resident
ID #1 passed away on 07/10/2026.

Record review revealed Resident ID #1 moved
into the residence in February of 2022 witha
diagnosis inciuding, but notlimited to, dementia.

Record review of the comprehensive
assessment, dated 02/03/2026, revealed the
resident had falls on; 02/05/2026, 02/23/2026,
03/19/2026, 06/08/2026, 06/28/2026, and
07/03/2026,

Review of the service plan, dated 02/03/2028,
revealed for mobility the resident utllizes a rolling
walker and requires a stand-by assist and
‘occasional hands on for balance and safety.

_Review of the "Hospice Care Coordination
Facliifes Regulation ‘
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'Note(s)“ revealed the following entries:

(activities of daily living) and standby assist to

‘weakness and poor safety awareness..."

.- 07/06/2026, ".. urinalysis results showing likely

in to'go get gloves, she heard a noise as she was

resident's arm. This surveyor asked Staff Awhat

Continued From page 4

- 06/16/2028, *...requires assist with ADL's

ambulate with walker...is a high fali risk r/
(relative to) unsteadiness and intermittent
episodes of weakness,.."

- DB/24/2026, "...continues to ambulate with
walker and 1 assist...is a high fall risk d/t {due to)

- 07/03/2028, *...Patient was able fo ambulate
though nurse reporting gait has been
worsening..."

UT! (urinary fract Infaction)...”

‘During a surveyor interview with NA, Staff Aon
G7/15/2026 at 10:17 AM, she revealed she was
assisting another resident when she saw
Resident 1D #1 walking by him/herself coming
from the dining room, She immediately went up to
Resident ID #1 and walked with himfher fo the
nursing station to get gloves. She.revealed she
was going to take the resident to.the bathroom.
She further revealed the resident was standing at
the open door of the nursing station and shie went

turning around and witnessed the resident ori the
fioor. Additionzlly; she revealed she doasn't
remember how the resident was lying on the
ficor, she just remembered seeing blood on the

a standby assist meant, she replied it meant
when you stand next to a resident or right behind
them.

8405

During a surveyor observation of the nursing
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Findings are as follows:
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station, during the interview, a bench was
revealed immediately ouiside of the doorway.
Staff A acknowledged she did not seat the
resident prior to entering the nursing statlon.
During & surveyor interview with the Resident
Care Director at approximately 2:40 PM, she
could not provide evidence Staff A followed
Resident ID #1's service plan by providing
him/her standby assistance while the resident
| was standing af the nursing station. _
* . ) 1. Resident ID # 2’s diagnosis was
$ 900 Special Care License Requirements 2.5.2.G S 900 ! sdiag _ 7/20/2026
| Specific Requirements Cognitive Impairment and Major
S _ Cognitive Bisorder. Major Cognitive
2,52 (G) Specific Requirements Disorder was not added to the
G. The Alzheimer Dementia Special Care Comprehensive assessment, service
UnitProgram shall oparate and provide services plan or Yardi. MCD is now added to
0.3l residents of the unit/program in accordance all th . .
with the prevailing community standard of care ree locations, as well as dementia,
for residents with the particular figeds and . .
behaviars with dementia. ‘ 2. Al ressden_t charts werg reviewed
by the Resident Care Director and
the Executive Director to verify each
i ) . ‘ V residents had diagnosis of dementia,
This Requirérnent is not met as-evidenged by:
Based on record review and staff interviaw; it has | \ . 3. The RCD and ED wi :
been determined the residence failed io operate | !\ S WE“_ review all
and provide services to all residents of the : new rf-‘fff”' als to verify they have a
Special Care Unit (SCU} in accordance with the diagnosis of dementia before an
prevailing cornrmunity standard of care relative to assessment is scheduled.
admission to'a SCU without-a physiclan's i’
diagnosis of dementia for 1 of 7 sample residents . . '
g P 4. The Reflections Director will review

10% of new move-ins in morning
meeting and review results at the
Quality Assurance meeting for the
next 6 months. i
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Island Rules and Regulations for Licensing
Assisted Living Resldences, states in part,
*...Alzheimer Dementia Special Care
Unit/Program meéans a distinct living environment
within an assisted living residence that has been.
physically adapted to accommadate the particular
neads and behaviers of those-with
dementia... The residents of the unit or program
have had a standard medical diagnostic
evaluation and have been determined to have a
diagnosis of Alzheimer's dementia or ancther
dementia..."

Record review revealed-Resident ID #2 moved
into the residence in January of 2026 with
diagnoses including, but not limited to:
hyperlipidemia, cognitive impairment, and
hypertension. '

Review of the mini-mental state exam, dated
05/12/2026, revealed a score of 23 out of 30,
indicating cognitive impairment.

Review of the resident's physician's orders failed
to reveal that the resident has a diagnosis of
dementia.

During a surveyor interview with the Resident

| Care Director on 07/15/2026 at approximately

2:30 PM, she could not provide evidence that the
resident met the medical diagnosls criteria
required for SCU occupancy.
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