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4 Record revisw revealed Siaff Dwas hxred on
i1 B/5/2023 gs a NA and provides direct care 10 the

o held a Rhode Isiand NA ifcense at any time.

1 above-mentioned staff, that are providing .-
1 personal care ta the residents; meet the required
quahﬂcaﬂons to perform such tasks

-t During @ surveyor mterwaw on 11{28!2023 ai

" i approximately 2:00 Pk with the Direcfor of *

Wellness, she indicated that the: .. :

i above-mentioned staff are active employees of
1 thie residence. Additionally, she’ acknowledged :

: | the above staff provide ditect care, jndliding

_| personal care, and would expect the staff to have

an active Rhode lsland NA hcense © perform :

“| such care.

230 ‘Organization And Mana'genierzt 2413A
Co Management Of Semces

24, 13 (NB) Management of Serwces

CiA Each remdence shalt pmvnde ser\nces withy,

: adequate professional and ancitlary employees ™
and in accordance with appllcab{e state faw.
‘Further, the residence shalt assure that af
services are feridered in a safe and effective.
manner and consistent with the' requlrements o
herein. The residence shall provsde all care and
services 1o all fesidents in accordance with the |
prevailing commusity standard of care,

This Requnrement is not met as evadenced by:

residents. Record review fatled to reveal the' s_taff

"} Recard review falled to reveal ewdence that the :
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00 Based on record review andstaﬁ interview, it has : : e R
| been determined that the Tesident failed to ~ * S a%o Ros!o‘%"' ! f éc‘C!: ,V : f" /
provide all care and services in accordance with - 17" "= ( ', A a]// /z .
prevailing oommumtysvandard of care relative to. |0 i ‘QO! l‘ (I,Sa {‘ 9? - 7 3: g R S .?_:

-+ | medication admmlstrauon fur a smgular remdent
. ID #1

' dm;/l (mf/ olldﬁ//ﬂl.}:::}':::'
| PePas well - Al oot
""fﬂlm’:ﬁons m ﬁcmfy ‘

F‘mdmgs are as foilows :

| According to Mosbys 4th Edition, F”"dafY‘entals: R
of NUFShg page 314 states in parl. The Sazo A

- % 'physician is responsible for directing ‘medical " Yor l 2 (' B aﬂ “he l»()
1 freatment. Nurses are obligated to follow ..o

" -1 physician's ordefs unlessmeybetievemeorde:s ' 4: o G{D[ mi Sl’Io'p A'd""\Mj de T
ammenmorwou&dharm?hedrenw . o Bt lJltl ensufe {‘m, ‘,,ﬁj Hﬁ%’ i
~ B - igfdd

i Uodvr -F;\Xowf q”
‘1 reported to the Rhode fsland Department of -

*} Health on 11/27/2023 which revealed that a . \\7\ % ‘{Sfdm erdf(J‘ +4. o:/r'

& :: resndenlwassenttothehuspﬁalfornatreceiwng‘ \Q\ p‘qo('m r; e -{—O
.| hisiher seizure medication fesuwng in ER [
o hospitalizahon e LR I {‘gS}d&a S Ota(m} L‘_None ;

. 1 Record review revealed the. restdent moved mto ; / l
-3 the residence on November 24, 2023 w}th a 52;0 batJ Adml » L«) ! l ‘ o 50

‘3 Acomplamt related fo quaity of care was -

O

diagnosusofselzure& ’ . '} E TR Mq K? SUee phof "htvcj ' v ;

Record review of the reéident‘é comprehensi\)e - B hqs Wleo(l ("lh ¢A VA ﬁ /2 g / i ‘
5 _f::zz';’::;&;:*?:;s::i‘:ﬁ:ﬁis::izf;;chago; | sher dmidet has 13|

o ageat e s || L0 ulance  of f’“““L

: ﬁ/f\d 3 ‘h? ,aq y
* | Record review of a transfer and dlschafge currenl
| medication order,. from a skilled nursing facility o - :
-1 the residence dated 11/21/2023 revealeda . . :
. { physician order for Levetiracetam (Keppra) 750
MG (milfigram) tablet, give two tablets by mouth
two tlmes a day for selzures.. -

Facilitios Regulanon . ] -
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 Record review of the residence" Novembe;2023 e ) o _ :
i RS0 (o the <oost pow | fé%/ |
e residont tom 112112023 E?&Zi"?ﬂ?%?ﬁ%i? s evtsick Pow /5(1’5-} i
'Recordreviewafanu “'S‘}_ QG'S'U{? 5’1 i ﬂ?w

; Q P gress hotes dated SRt ‘I’)
- 1 142772023 states in paft, " sent out 8117 : SR A% 5 mf ft"S ! on
: secandaw to seizire.. {acute care hospxtal ICU )
| Intensive care unit}.; [hisfher] selzure med .. 21w hO\.i?Q f‘r oy 9r PhL{-g/ cr ﬂ/}
“ médication] did nat transfer to MAR [Medication " |- r pf iy
:i Administration Record]:the new Keppra was noi WIPO{I (\"[A 0’/35'
\ m o 'E;I me, 5 mmner‘

| 'on the MAR so [hefshe] did niot receive it for § -
: days [he!she] may have liver damage ST

Durlng a suweyor mterwew on 11128!2023 at

: apprnxlmatey‘lOBPMwithmeDwectorof e, /(j V{}af’f: mmﬂ‘! 3‘47‘ 7)‘
Weliness, she acknowledged the resident muved =R

S
into thiz fesidence with a physmzan s ordez fos E [ 1 d uf(‘;}“ {3@ ﬁ / .Z’. Q/

“| Keppra for seizuses. Additionally, she:: ;"'}’\F{’—{-,ﬁ C?ﬁ ﬁ’l‘”—f._ ﬁ' Cg‘? '

acknowledged the resident did not feceive this 1 k' } 5 f{f f,
medication for & days resun:ng ing hespstahzaanon -
: secandarytosexzure L R .

BE: 415 Resldency Requiremen§524 17 D Reportlng s 'S'(ié_s. :.. Ly
Requirements _ : : Adw‘h\f al 0{ f?PwF‘f’ {!/DA o
i 24%7 ), LloensureReqmrements L ;' : (4‘3* fﬂ CI d”ﬂ"." on- /]7 &,3 -53- _
i D, Any emgloyee of an assisted fiving re51dence S ?L ""{OPNY bf 3y pifﬂ

| opamicacnabecuse bretamiits | please See Serfen.

- 3?ﬁf‘f:;ﬁ‘i3??21‘3"?}3%’;?5’53‘;;%23Eﬁ‘éﬁo | shet oF emar| ;@/
e mfome | (Proa F o (B¥hohed )
?Jﬁ&?é‘f:ﬁ;ilﬁ35?1?22:3223?:&2&2???""‘ - |Admiv ce powen
repoﬂ |s made toah[gh managenal agent Once e ’E’/Mﬁ.;\ CtS LOE.{‘

) I_._
" Faciitias, Regu!aﬂun - o . ] A ~ T
STATE FORM. .7 e ws L opaii ) #f condinustion sheet & of 7
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1 hiotified, said agent shall e reqmred 1o meat the |
above reporting requirements, The residence ©: -
shall establish a written policy or procedure for
reporting abused, exploited or negiected i
residents that complies with the provisions of tms
-1 'section. The report may be submitied by “:i::
telephoae but shali be foltowed up in wnt;rig

ot Upon recerpt nf such mfarmatson nr s
allegation, ihe Director shalt forthwith-conducl

-1 such investigation as may be necessaty and;
- subsmit a report of findings of the 1nveshgat=on(s)
i to the A{tomey General of the State o{ Rhode
lslanci R

Tms Reqmrement isnotmet as ewdenced by
Based on record review and staff interview, it has
haen determined the residence failed to ensure”
‘employees of an assisted living residence who %
have reasonable cause o belreve thata resujen{
- has been abused, ekploited, neglected, or” -
] mistreated shafl within twenty-four (24) haurs of
J 7 the receipt of said information make a report to -
“ | high managerial agent and to the appropna{e
state agency for 2 of 3 ‘sample residents
rewewed Resu:lent D#s2 and 3 s

andlngs are as follows

) Acccrdmg to 2447 (D} of The Rules and _
] Regulations for Licensing Assisted Living ‘which,

1 states in part, ... Any employee of an assisted -
fiving residence who has reascnable cause o
believe that a resident has bean abused, -
expioited, neglected, or mistreated, shall wuthm
. | twenty-four {24) hours of the receipt of said :

information, transfer such to the Director and ta
.1 the Office of the Long-Term Care = |,

: Ombudsmar; . Upan receipt of such
Faci]ltzesﬂegulsuon"" X X . R . B e .
STATEFORM .~ .07 T ) Jew O opaitt . " |f confinuztion sheet &1 7-
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¥ information or aliegation; the Director shall
1 forthwith conduct such investigation ss may be

-1 investigation(s) 10 the Attomey General of tha .
‘State of Rhode Istand..."” R

"R'écord rév‘@ew revealéd aﬁ ‘%éiéﬂe& Li\!iﬁg:
‘Residence Required Incidsnt Repotting" form’

"1 (RIDDH) on 13/20/2023 which states in pard,
10 Date of Incident: 1316/2023 Time: 8:43 o1
T PMIAY approximately 9:32 Hemale resident] wentj™. <.
-] in [male resident] room and [female resident] was §

*} found with pants down...n - ¢ 0 TS

4 Record review of 2 progress note dated:

"+ into the residance 3n April of 2018 with a
| diagnosis of dementia.- S

| wellness on R
she acknowledgéd the above-mentioned ;572

" incident happened on 11/46/2023. She could not

necessary and submit a report of findirgs to the:

sent to the Rhode island Department of Heall

“

1. Re¢or

giagnasis of dementia.

17102023 revesled Rosident ID 3 was found in

" | Resident ID #2's room with his/her pants down.: | - k

2 Redord review revealed Resident 1D #3 moved

“above incident was reported to the state agency
within the required time frame. This alleged
incident occured on 14/ 1612023 and was not
reported o the state agency until 14/206/2023.

During a sﬂ__rve'yéf interview with the Director of -
11/28/2023 at approximately 140
PM,

provide evidence the incident was reported in the

"1 time frame, as required. :

{_ Record review revealed Resident D#2moved | 1 -
{'into the residence in September of 2022 witha 72 3 © . B

Rrecord review falled o reveal eviderice that the -
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