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§ 003 initial Comments s002 | This plan of correction constitutes my
written compliance for the deficiencies
A complaint investigation, ACTS references cited. However, submission of this plan
numbers 103518, 103646, 103687, 103871, of correction is not an admission that a
104044, 104083, 104127, and 104126, was deficiency exists or that one was cited -
copducted at this residence on 07/22/2026 correctly. This plan of correction is
through 07/23/2026 to determine compliance with submitted to meet requirements by
state laws and regulations. Deficiencies were state law.
jdentified.
§250
8 250 Organization And Management 2.4.14.A $ 250 K{?!{ﬁ;?ﬁ? Osi;gfefrﬁ
Management O Services will be ret?ained on phtysic'ian 'orctiet(
; requirements, natification expectations
2.4.14 (A) Management of Services - (in?:lude_d but not limited to Eovider and
@ applicable POA/HCP) for all changes in
A. Each residence shall provide services with condition. ]
adequate professional and ancillary employees All nursing staff will be . o
and in accordance with applicable stafe Jaw. @9 fr?gﬁé?g?tgnmi‘é?nﬁg(geg :rg“;)%ﬁéed Living
Further, the residence shall assure that all : o : .
services are rendered in a safe and effective /\\(3‘ g;aé?%gm"ém be completed by o RCD
manner and consistent with the requirements o 8/10/26
herein, The residence shall provide all care and Residents with an identified
services to all residents in accordance with the change in condition requiring an
prevailing community standard of care. environment transfer will prom{)t_
immediate review of documentation by
the RCD or designee to ensure
compliance with record requirements,
aﬁpllggble notifications, relative
physician orders and assessment,
service plan updates. Any identified
findings of noncompliance will prompt
This Requirement s not met as evidenced by: immediate retraining.
Based on observation, record review, and staff Ongoing
residence failed fo provide services to all by Executive Directar and Resident
residents in accordance with the prevailing Care Director with QAP as part of our
community standard of care relative to following resident safety trends review.
physician's orders for 1 of & residents reviewed, : . _ P
Resident ID #1. Received 7
Findings are as follows:
(X6} DATE

LRA 7/30/2026
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Continued From page 1

The Rhode |sland Department of Health received
a reskdence reported incident on 04/30/2026 that
revealied, Resident [D #1 was having right lower
rib pain the evening of 04/25/20286. The resident’
Had an x-ray of hisfher chest and abdomen which
came back negative, the resident refused to go fo
the emergency room (ER). The resident
continued to have rib and pelvic pain, noted {o be
very confused, and the resident's primary care
physician requested that hefshe go to the ER.

Mosby's 4th Edition, Fundamentals of Nursing,
page 314 states, "The physician is responsible for
directing medical treatment. Nurses are obligated
{o follow physician's orders unless they believe
the orders are in error or would harm the clients.”

Record review revealed Resident ID #1 moved
into the residence in January of 2023 with a
diagnosis including, but not fimited to, dementia.

During a surveyor observation of the resident on
07/22/2026 at 11:18 AM In the traditional assisted
living, revealed the resident In his/her room sitting
on the edge of the bed with his/her pants off and
fust a brief and long sleeve shirt on. The resident
was fiddiing with the brief.

During a surveyor interview shortly after that
obsarvation with Cerfified Medication Technician
and Nursing Assistant, Staff A, she revealed that
the resident was dressed this morning, that
he/she can be confused at times and takes
hisfher pajamas off at night.

Record review of a progress note, dated
06105/2028, revealed PGP (primary care
physician} Nurse Practitioner (NP), Staff B, in to
see resident. She revealed the resident continues
with hallucinations, increased confusion,
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$ 250 Continued From page 2 §250
weakness, and poor oral intake.
-Record review revealed a "Power of Altorney
Activation Lefter”, dated 6/9/2026 and signed by
Staff B, states in part, ", This action is related to
the resident's need to reside in a secured
assisted living residence, secondary io
progressive dementia of cognitive impairment...”
During a surveyar interview with the Executive
Director on 07/23/2026 at approximately 1:15 PM,
she could not provide evidence the physician's
order, dated 06/09/2028 was followed as the
resident remains in traditional assisted living,
rather than the required secured unit due to
safety risks.
_ 5390
S 300¢ Residency Requirements 2.4.17.D Resident 53e0 Outside Services and
Assessment/Service Plans Providers:
| Ali m,frstc?g staff will be Cand )
: . retrained on assessment and service
E;;g (D) Resident Assessments and Service plan requirements including initiation
of all outside services prompting a
N o change in condition reassessment.
D. The assessment shall be réviewed and at Training will be completed by the 8/10/26
intervals not fo exceed twelve (12} months and RCD by 8/10/26.
‘each time a resident's condition changes 3
significantly. X | Resident Care Director o
X (ﬁ\ designee; . i
j\ To review Outside Provider
Communication book weekly and
audit identified residents assessment
This Requirement Is not met as evidenped py: 22,2*@,?5‘{;"&%2?;gggfg‘;ﬁaﬁon,
Based on record review and staff interview, it has inclusive of service start of care and
been defermined the residence failed to update discharge dates x4 weeks and
the comprehensive assessment each ime a monthly thereafter.
resident's condition changed significantly relative Any identified _ _
to outside services for 2 of 3 residents reviewad, findings of noncompliance will prompt
Resident ID #s 1 and 2, and falled to be accurate immediate refraining.
for outside services for Resident D #5 1 and 3,
Faciiitles Regulation
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Findings are as follows

1. Record review revealed Resident ID #1 moved
info the residence in January of 2023 with a
dlagnosis including, but not imited to, dementia.

Review of the resident's cutside service notes
revealed the foliowing services;

-PT (physicél therapy) with a start of care (SOC)
date of 05/20/2026.

- SN (skililed nursing) with a SOC date of
05/48/2026 and an end of care (EOC) date of
06/19/2026.

- ST {speech therapy) with a SOC date of
06/05/2026 and an EQC date of 07/16/2028.

Record review of the comprehensive
assessment, dated 05/14/2G28, under
"Treaiments/Theraples" revealed that the resident
wiii need ongoing PT and OT {ocoLipational
therapy) services. Further review of the

comprehensive assessment revealed the resident

is receiving ST services with a SOC date of
06/05/2026, PT services with a SOC date of
05/20/2026, and SN with a SOC date of
05/19/2026.

The comprehensive assessment falled {o reveal
evidence the assessment was updated fo
document EQC dates for SN services and ST
services. Furthermore, the assessment was
inaccurate as the resident did not receive OT
services,

During a surveyor interview with the Executive
Director (ED), in the presence of Registered
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S 3907 Confinued From page 3 S 380 Change in Condition

Assessments:

All nursing staff will

be retrained on assessment and
service plan requirements including
recognition of any changes fo
resident care needs prompting a
change in {:Eogdition r;eas?jegsment.
Training will be completed by the
RCD bg? 8/10/26. 8/10/26

Residents with noted change in
conditions or additional care needs
will be reviewed on a weekly basis
at the standing At Risk Meeting with
documented applicable
interventions and notifications. Any
identified findings of noncompliance
will prompt immediste retraining.

The weekly At Risk meeting
minutes and quality outcomes will
be reviewed quarterly with QAP by
the Executive Direclor and
Resident Care Director.
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Nurse (RN), Staff C, on 07/23/2026 at
approximately 12:45 PM, she could not provide
evidence of ECC dates for SN and ST services.
Furthermore, she could not provide evidence the
resident received OT setvices,

2. Recard review revealed Resident 1D #2 moved
into the residence in June of 2025 with a
diagnosis including, but not imited to, dementia.

Review of the resident's outside service notes
revealed the following services:

- SN with a SOC date of 07/08/2028.
- 8T with a SOC date of 07/08/2026.
- PT with a SOC date of 07/09/2026.
- OT with & SOC date of 07/14/2026.

Record review of the comprehensive
assessment, dated 07/07/2028, revealed that the
resident is recelving ST, PT, and OT services.

The assessment failed {o be updated to
document that the resident is receiving SN
services.

During & subsedquent interview with the ED, In the
presence of Stafi C, she could nof provide
evidence the assessment was updated to
document that the resident is receiving SN
services.

3. Racord review revealed Resident ID #3 moved
into the residence in March of 2026 with a
diagnosis including, but not limited fo, aphasia (a
language disorder that affects your abiiity to
speak, undarstand, read, and write}.
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Continued From page &

Record review of the comprehensive
assessment, dated 03/19/2028, revesled that the
resident is receiving PT, OT, and ST services:

During a surveyor inferview with Staff C on
07/23/2026 at 10:34 AM, she revealed the
reskient is receiving PT and OT services with a
SOC date of 04/01/2026 and 04/03/2026
respectively. She could not pravide evidence the
comprehensive assessment was acsurate in
documenling that the resident is recelving ST
services.

Puring a surveyor interview with the ED, in the
presence of Staff C, on 07/23/2026 at
approximately 1:00 P4, she could not provide
evidence the comprehensive assessment was
accurate in documeniing that the resldent
received ST services,

Residency Requirements 2.4.17.G.3 Resident
Assessmeni/Service Plan

2.4.17 (G)(3) Service Plans

3. The service plan shall be reviewed by both
parties at intervals not to exceed twelve (12}
months and each time a resident's condition
changes significantly and all changes shali be
acknowledged in writing by hoth parties.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence failed fo update
the service pian each time a resident's condition
changed significantly relative to outside services

S 360

S415

5415

Outside Services/Providers

All nursing staff will be retrained on
assessment and service plan
requirements including Initiation of
any cutside services prompling a
change in condition reassessment,
Training will be completed by the
RCD by 8/10/28.

8/10/26
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$ 415§ Continued From page 6 S48 Resident Care Director or
: . ; . designee:
for 3 of 3 residents reviewed, Resident ID #s 1, 2, To review Outside Pravider
and 3. Communication book weekly and
o audit identified assessment and
Findings are as follows: - . service plans to ensure continuity of

care documentation, inclusive of
service sfart of care and discharge
dates x4 weeks and monthly
thereafter, '

1. Record review revealed Resident 1D #1 moved
into the residence in January of 2023 with a

diagnosis inciuding, bt not limited to, defnentia. Any identified findings of
. . . \ noncompliance will prompt
Review of the resident’s outside service notes immediate retraining.

revealed the following seivices;
Change in Condition
- PT {physical therapy) with a start of care (SOC) Assessments:

date of 05/20/20285, All niursing staiff will
be retrained on assessment and

service plan requirements including
recognition of any changes to
resident care needs prompting a
_crhan?e in ciondition reassessment,
- Training will be completed by the
RCD by 8/10/26. 8/10/26

Residents with noted change in
conditions or additional care needs

- SN (skiled nursing) with a SOC date of
05/16/2026 and an end of care (EOC) date of
06/19/2026.

- 8T (speech therapy) with a SOC date of
06/05/2026 and an EQC date of 07/16/2026.

>/3‘//2 " @

Record review of the service plan, dated

5/18/2026, failed to reveal evidence the service will be reviewed on a weekiy basis
plan was updated to document that the resident is at the standing At Risk Meeting
receiving the above-mentioned services. with documented applicable .

‘ . interventions and notifications. An
During a surveyor interview with the Executive identified findings of Y
Director (ED), in the presence of Registered noncompliance will prompt
Nurse {RN), Staff C, on 07/23/2026 at immediate retraining ’
approximately 12:46 PM, she could not provide ’
evidence thc:: servige[pian was updated with the The weekly Af Risk meeting
abave-mentioned dates. minutes and guality cutcomes will

. . _ be reviewed quarterly with QAP!I by

2. Record review revealed Resident ID #2 moved the Executive Director and

Into the residence in June of 2025 with a . \
diagnosis including, but not fimited to, dementia. Resident Care Director.
Review of the rasident's outside service noles
revealed the following services:

Facilitles Regulation
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- 8N with a SOC date of 07/08/2026,
- 8T with a SOC dale of 07/08/2026,
- PT with a SOC date of 07/09/2026.

-OT (occ;upational therapy) with a SOC date of
07M14/2026.

Record review of the service plan, dated
05/05/2026, revealed that the resident is receiving
PT. Further review of the service plan failed fo be
updated to document that the resident is
receiving SN, ST, and OT services.

During a subsequent interview with the ED, in the
presence of Staff C, she could not provide
evidence the sejvice plan was updated with SN,
ST, and OT services, ‘

3. Record review revealed Resident ID #3 moved
info the residence in March of 20268 with a
diagnosis including, but not limited to, aphasia (a
language disorder that affects your ability fo
speak, understand, read, and write).

During a surveyor interview with Staff C on
(712372026 at 10:34 AM, she revealed the
resident was receiving PT and OT servicas with a
SOC date of 04/01/2026 and 04/03/2026
respectively.

Record review of the service plan, dated
03/27/2026, failed to be updated o document that
the resident was receiving the above-mentioned
services.

During a subsequent inferview with the ED, in the
presence of Staff C, she could nof provide
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evidence the service plan was updated with the
above-mentioned services.
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