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Ablennial licensure survey was conducted at this This plan of correction constitutes a written

residence on 07/20/2026 through 07/21/2026 to allegation of the non-compliance for
determine compliance with state laws and dgﬂctencnes cited. ﬁowever, SmeIS.S on of
regulations. Deficiencies were identified. this pian of correction is not an admission
that a deficiency exists, or that it was cited
S 390 Residency Requirements 2.4.17.D Resident gago |correcty. This plan of comection sRec@ived
Assessment/Service Plans subm:_tted to meet reqmﬂ?rnents
established by state and federal Ia‘fﬁfiﬁ il 096
2.4.17 {D) Resident Assessments and Service
Plans S 390 N ,
_ _ Faciities Hegulakon
D. The assessment shall be reviewed and at Residency Requirements 2.4.17.D
intervals not to exceed twelve (12) months and Resident Assessment/Service Plans
each time a resident's condition changes
significantly. The survey found that comprehensive 8/11/2026
assessments were not updated when Ongoing

outside physical therapy or occupational
therapy services started or ended for

Resident IDs 1 and 2.
This Requirement Is not met as evidenced by:

f
i,

Based on record review and staff inten&'iew, it has 3 1. Corrective action Tor residents
been determined the residence failed to update affected
the comprehensive assessment each time a The DON reviewed Resident IDs 1 and 2

resident's condition changed significantly relative
io outside services for 2 of 3 residents reviewed,
Resident iD #s 1 and 2.

and updaied each comprehensive
assessment to accurately reflect the start-
of-care and end-of-care dates for all
current and recently discontinued outside

Findings are as follows: PT and OT services. The DON verified the

Review of the Assisted Living Residence (ALR) information against provider orders,
Entrance Conference form revealed Resident |D progress notes, and available outside-

#s 1 and 2 are receiving outside services for service documentation and placed the
physical therapy (PT) and occupational therapy correcied assessments in the residents’
(OT). records.

1. Record review revealed Resident ID #1 moved 2. ldentification and correction for other
into the residence in June of 2025 with a residents potentially affected

diagnesis including, but not limited to, dementia. The DON completed a 100% audit of all

current residents to identify anyone
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Record review of the progress notes revealed the
following entries:

- PT SOC (start of care) date 06/24/2026.

- OT SOC date 06/26/2026.

| - OT discontinued on 07/08/2026,

Record review of the comprehensive
assessment, dated 06/20/20286, under
*Trealments and Therapies” states in part, "PT
COURSE MET GOALS." The comprehensive
assessment failed to be updated {o document a
SOC date for PT services on 6/24/2026,
Additionally, the comprehensive assessment
failed to be updated to document a SOC date and
an end of care (EOC) date for OT services,

During a surveyor interview with the Director of
Nursing (DON) on 07/20/2026 at approximately
10:30 AM, she could not provide evidence the
comprehensive assessment was updated fo
document a SOC date for PT services. She
further could not provide evidence the
comprahensive assessment was updated to
document a SOC date and an EOC date for OT
services.

2. Record review revesled Resident ID #2 moved
into the residence in June of 2026 with a
diagnosis inciuding, buf not limited to, Alzheimer's
disease.

Review of the progress note, dated 07/08/2026,
revealed that OT services was discontinued.

Review of the Entrance Conference form
revealed the resident started PT services on
06/10/2026 and Is currently receiving services,

(J\\.
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receiving, beginning, changing, or ending
outside services, including PT, OT, speech
therapy, skilled nursing, hospice, and other
contracted clinical services. No other
discrepancies or omissions were found. Any
assessment that did not accurately reflect
the service, provider, start date, status, or
end date was corrected promptly, with
required review and acknowledgment
completed.

3. Systemic changes fo prevent
recurrence

The residence revised its resident-
assessment procedure to require a
comprehensive-assessment review
whenever an outside service begins,
changes, or ends, or whenever a significant
change in condition occurs. Nursing staff
were educated to notify the DON upon
receipt of an order, start-of-care hotice,
status change, discharge notice, or end-of-
care notice. The DON or designee wil
reconcile outside-service documentation
with the assessment and service plan within
2 business days and document completion
on an Outside Services Tracking Log.

4. Monitoring and quality assurance

The DON or designee will audit all residents
with active or recently discontinued outside
services weekly for 4 weeks, then monthly
for 3 months. The audit will verify that
assessments contain accurate service
details and dates and are consistent with
orders, progress notes, and provider
communications. ldentified omissions will
be corrected immediately
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Record review of the comprehensive and staff will be re-educated as needed.
assessment, dated 06/09/2026, under Results will be reported to the Administrator
"Treatments and Therapies" states in part, ) and reviewed through quality assurance;
"...PT/OT EVAL AND TREAT..." Further review of sustained compliance will be demonstrated
the comprehensive assessment falled fo be by 100% accuracy during the monitering
updated fo document an EOC date for OT period.
services,

\ . Responsible persons: Director of Nursin
During a subsequent interview with the DON, she and ‘j\dministsatoro 9
could not provide evidence the comprehensive
assessment was updated to document an EOC ; .
date for OT services. Date of full compliance: August 11, 2026

S 415 Residency Reguirements 2.4.17.G.3 Resident 5415 S 415
Assessment/Service Plan
. Residency Requirements 2.4.17.G.3

2.4.17 (G)(3) Service Plans Resident Assessment/Service Plan
3. The service plan shall be reviewed by both ‘ X 8/11/2026
parties at intervals not fo exceed twelve (12) ( & The survey found that service plans were Ongoing
months and each time a resident's condition not updated when outside OT services

changes slanificantly and all changes shall be
acknowledged in writing by both parties.

This Requirement Is not met as evidenced by,
Based on record review and staff inferview, it has
been determined that the reskdence failed to
update the service plan each time a resident's
condifion changed significantly for 2 of 3
residents reviewed for oufsids services, Resident
iD #s 1 and 2. Additionally, the residence failed o
have the party responsible for arranging andfor
providing the services relative to the need of
assistance for Activities of Daily Living (ADL} and
medication management for 4 of 4 residents
reviewed, ResidentID#s 1, 2, 3, and 4.

<

ended for Resident IDs 1 and 2, and service
plans for Resident IDs 1 through 4 did not
identify the party responsible for arranging
or providing assistance with activities of
daily living and medication management.

1. Corrective action for residents
affected

The DON reviewed and revised the service
plans for Resident IDs 1 and 2 fo reftect the
current sfatus and end-of-care dates of
outside OT services. The DON aiso
reviewed and revised the service plans for
Resident IDs 1 through 4 to identify the
person, discipline, agency, or residence
staff responsible for arranging and/or
providing each required ADL and
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Findings are as follows:

Review of the Assisted Living Residence (ALR)
Entrance Conference form revealed Resident ID
#s 1 and 2 are receiving outside services for
physical therapy (PT) and occupational therapy
{OT).

1, Record review revealed Resident (D #1 moved
into the residence In June of 2025 with a
diagnosis including, but not imited to, dementia.

Record review of the progress notes revealed the
foliowing entries:

- PT SOC (start of care) date on 06/24/2026,
- OT SOC date on 06/26/2026.
- OT discontinued on 07/08/2026.

Record review of the service plan, dated
067202026, revealed under "Outside Services"
that the resident is receiving PT and OT services.
The zervice plan failed to be updatedto - .
document an End of Care (EOC) date for O7
sefvices, Additionally, the service plan failed to
provide the party responsible for arranging andfor
providing the services relative to ADLs and
medication management.

During a surveyor interview with the Director of
Nursing (DON) on 07/20/2026 at approximately
10:30 AM, she could not provide evidence the
service plan was updated to document an EOC
date for OT services. Additionally, she could not
provide evidence the service plan provided the
party responsible for arranging and/or providing
the services relative to ADLs and medication

8415

revisions were reviewed with the resident
and/or authorized representative and
acknowledged in writing as required.

2. ldentification and correction for other
residents potentially affected

The DON completed a full audit of all
resident service plans for auiside-service
accuracy and for clear identification of the
responsible party for every assessed need,
including ADLs and medication
management. No additional discrepencies
or omissions were found. Missing,
outdated, or unclear information was
corrected, and updated plans were
reviewed and acknowledged by the
resident and/or authorized representative.

3. Systemic changes to prevent
recurrence

The service-plan process and template
were revised to include required fields for
the service, frequency, provider or
responsible party, start date, current status,
and end date when applicable. A service-
plan review is now required within 2
business days of a significant change,
including the start, change, or
discontinuation of an outside service,
Licensed nursing staff were educated on
the revised process, documentation
expectations, and written-acknowledgment
requirements. The DON or designee will
use the Outside Services Tracking Log to
reconcile assessments, service plans,
orders, progress notes, and provider
notices,
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management.

2. Record review revealed Resident ID #2 moved
Into the residence in June of 2026 with a
diagnosis including, but not imited to, Alzheimer's
disease.

Review of the progress note, dated 07/08/2026,
revealed that OT was discontinued.

Record review of the service plan, dated
16/08/20286, failed to be updated to document an
EQC date for OT services.

During a subsequent interview with the DON, she
could not provide evidence the service plan was
updated to document an EOC date for OT
services, Additionally, she could not provide
evidence the service plan provided the party
responsible for arranging andfor providing the
services relative to ADLs and medication
management,

3. Record review revealed Resident (D #3 moved
into the residence in May of 2022 with a diagnosis
including, but not limited to, dementia.

Record review of the service plan, dated
(5/09/20286, failed to provide the party
responsible for arranging and/or providing the
services relative to ADLs and medication
management.

During a subsequent interview with the DON, she
cotid not provide evidence the service plan
provided the party responsible for arranging
and/or providing the services relative to ADLs and
medication management.

4. Record review revealed Resident ID #4 moved

o) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION &)
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4. Monitoring and quality assurance

The DON or designee will audit all revised
service plans and a sample of at least 5
service plans, or 100% when fewer than 5
apply, weekly for 4 weeks and monthly for 3
months. Audits will verify current outside-
service information, identification of
responsible parties for ADLs and
medication management, consistency
across the record, and required written
acknowledgment. Deficiencies will be
corrected immediately and foliowed by staif
re-education. Results will be reviewed by
the Administrator and quality assurance
committee, with a goal of 100%
compliance.

Responsible persons: Director of Nursing
rand Administrator
:Date of full compliance: August 11, 2026
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into the residence in November of 2021 with a
diagnosis including, hut not limited to, Alzheimer's
disease.
Record review of the service plan, dated
(1422120286, failed to provide the party
responsible for arranging and/or providing the
services relative to ADLs and medication
management.
During a subsequent interview with the DON, she :
could not provide evidence the service plan @ ”}f
provided the party responsible for arranging \
andfor providing the services relative to ADLs and Q)\
medication management. QQ
S 540 Residential Care Services 2.4.22.C{1-5) itiness s540 (5540
And Emergencies
Residentlal Care Services 2.4.22.C(1-5)
2.4.22 (C) (1-5) Reporting of Communicable liness And Emergencies
Diseases
The survey found that the residence's 8/11/2026
C. Reporting of Communicable Diseases infection-control policies did notinclude  {Ongoing
i ) protocols for transferring or discharging B
1. Each residence shall repert promptly to the residents with infectious diseases to home,
Center for Acute infectious Diseases nospitals, or nursing facilities when
Epiderviology (IDE}, cases of communicable continued transmission may be possible.
diseases designated as "reportable diseases"
when such cases are diagnosed in the residence : : :
in accordance with Part 30-05-1 of this Title, ;ﬁggtr;:ctwe action for residents
B e, No Spoic afsced resident s enif
in the survey finding. The Administrator
2. When infectious diseases present a potential and DON reviewed current residents for
hazard to residents or personnel, these shall be known or suspected communicable
reported to the Center for Acute Infectious diseases and confirmed that any resident
Diseases Epidemiology (IDE} even if not requiring transfer or discharge will have an
designated as "reportable diseases.” individualized infection-control handoff and
discharge plan. Any current transfer or
discharge involving an infectious condition
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3. When outbreaks of food-borne illness are
suspected, such occurrences shall be reported
immediately fo the Center for Acute Infectious
Diseases Epidemiology (ICE) or o the Center for
Food Protection.

4. Residences must comply with the provisions of
R.I. Gen. Laws § 23-28.36-3, which requires
notification of fire fighters, pelice officers and
emergency medical technicians after exposure to
infectious diseases.

5. Infection Controf

Infection control provisions shall be established
for the mutual protection of residents, employees,
and the public. The residence shall be
responsible for no less than the following:

a. Establishing and maintaining a
residence-specific infection prevention program;

b. Establishing policies governing the
admission and isolation of residents with known
or suspected infectious diseases,

c. Developing, evaluating and revising on a
continuing basis infection control policies,
procedures and techniques for all appropriate
areas of ihe residencs;

d. Developing and implementing profocols
for.

{1) Discharge planning to home that
include full instructions to the family or caregivers
regarding necessary infection control measures,
and

S 540

will be reviewed before departure to
ensure that the receiving provider,
transport personnel, resident, family, or
caregiver receives the necessary
precautions and instructions.

2. Identification and correction for other
residents potentially affected

The DON reviewed all current residents
with active or recently resolved Infectious
conditions and all fransfers or discharges
occurring during the prior 30 days to
determine whether required infection-
control information and notifications were
documented. No additional discrepencies
or omissions were found. Any incomplete
documentation was corrected when
possible, and responsible staff were
counseled or re-educated.

3. Systemic changes to prevent
recurrence

The residence adepted a written fransfer/
discharge infection-control protocol
covering discharge to home and transfer to
hospitals or nursing facilities. The protocol
requires documentation of the infectious
condition or suspected condition,
fransmission-based precautions, required
personal profective equipment, cleaning -
and handling instructions, medication and
freatment information, exposure
information when applicable, and
communication with the receiving setting,
transport personnel, resident, and family/
caregiver. It also addresses required
reporting to the Rhode Isiand Center for
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{2} Hospital andfor nursing facility
transfer of residents with infectious diseases
which may present the risk of continuing
transmission. Examples of such diseases
include, but are not limited to, tubérculosis {TB),
Methiciliin resistant staphylococcus aureus
(MRSA), vancomycin resistant enterococci
(VRE), and clostridium difficile;

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the facllity failed to establish
infection control provistons for the mutual
protection of residents, employees, and the public
relative to developing and implementing protocols
for transfer/discharge to home, hospitals, and/or
nursing facilities, of residents with infectious
diseases which may present the risk of continuing
transmission such as tuberculosis (TB),
Methicillin resistant staphylococcus aureus
{MRSA}, vancomycin resistant enterococci
(VRE), and closfridium difficile {C-diff}.

Findings are as follows;

Review of the residence's infection control
policles failed to Include protocols for
transfer/discharge to home, hospitals, and/or
nursing facilities of a resident with infectious
diseases.

During a surveyor interview with the Administrator
on 07/21/2026 at approximately 8:15 AM, she
could not provide evidence of the discharge
planning protocois of residents with infectious
diseases io home, the hospital, andfor a nursing

#ix,
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Acute Infectious Diseases Epidemiology or
other authorities. A standardized Infectious
Disease Transfer/Discharge Checklist was
implemented, and all licensed nursing staff
and administrators were educated on its
use and on applicable reporting
requirements.

4. Monitoring and quality assurance

The DON or designee will audit 100% of
transfers and discharges involving a known
or suspected infeclious condition for 3
menths, Iif no qualifying event oceurs in a
month, the DON will conduct a documented
mock transfer/discharge drill and audit the
completed checklist. Monitoring will confirm
required notifications, infection-control
instructions, receiving-provider
commuinication, transport communicaticn,
and retention of documentation in the
resident record. Any deficiency will be
corrected immediately and trigger re-
education. Results-will be reported monthly
to the Administrator and quality assurance
committee, with a goal of 100%
compiiance.

Responsible persons: Director of Nursing
and Administrator

Date of full compliance: August 11, 2026
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