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S Initial Comments ﬁ@@@ﬁj@é :
A complaint investigation, ACTS refetence o aanp
numbers 104144, 104185, 104154, and 104300, gEp (4 U
was conducted at this residence on, 08/26/2026 to
determine compliance with state laws and
regulations. A deficiency was identified.
s 408| Residency Requirements 2.4.17.G.1. Resident | S405 1. Resident ID # 1's service plan 9/12/2026
Assessment/Service Plans and assessment (Appendix C) was
2.4.17 (G} {1) Service Plans upgia_ted to reflect Fhe mterv'entlons
_ . relative to combative behaviors.
-1, \Within & reasonabie time after move-in, noﬂge The service plan and assessment
| exceed sever (7) days, the Administrator shall b
yésponsible for-the developrrient of a written was updfstec.l to reflect the
service plan‘based on the inllial assessment. The | communication method for
service plan shall iriclude at igast: ,\‘;9 non-Spanish speaking associates
a. The services and interventions needed, {D\ to addres.s_care needs. New
inciuding all services provided by outside 0\\ communication board was
healthcare agencles (e.g., home nursing care, purchased, along with
hospice); communication cards. Resident
b. Description, frequency, c_iix,réﬁb_n’ relating to was a teacher in the United States
thie service or intervention, including personal and understands and speaks English.
assistance, medijcation, specl.al due.ts.., regreatlﬂnal .
activities, and other similar services rendered; 2. All resident charts were reviewed
c. Party responsible for arranging and/or by the Resident‘Care Director and
providing the service; and the Executive Director to verify the
d.Th it odand/ comprehensive assessment
. The resident ' s requested and/or d servi flected resi
therapeutically needed recreational and social and service plan_re cted residents
activities. . who have behaviors and the
interventions needed to manage
those behaviors. No other
residents required an additional
communication method.
|
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This Requirerent is not met:as evidenced by: The RCD or RN and £D will review
Based on record review and staff inferview, It has all residents with new behaviors
besn determined the residence failed to. to verify it is reflected on the
aecurately reflect the services and interventions comprehensive assessment and
required on the service plan forthe singular . -
resident reviewed refative to behaviors, Resident 'sew;ce p.E an, along with the
iD #1. ' interventions. Afl new modes
: of communication will be addressed
Findings are as follows: as needed.
The Rhode [stand Department of Health received . i
a complaint on 07/27/2026 from a local acute 4. The RCD or designee will
care hospital alleging i part the following: _review 10% of any change in
- behaviors or mode of communication
| _resident arrived at the hospital incontinent of (QS ' .
urine and feces %\ needed a.t morning stand up. The
resuits will be reviewed at the
-Spanish speaking staff were not avilable at the Quality Assurance meeting for the
residence next 6 months.
During & surveyor iffsrview tn D8/25/2026 al
-approxifmately 2:00 PM, inthe presence of the
Resident Gare Director; the resident did not
respond to questions in English uptin interview.
With-the ald of ‘a Spanish spéaking staff member
she answered questions when.asked in Spanish.
During & surveyor telephone inferview on
08/25/2026 at 3:25 PM with a Medication Aide,.
Staff A, she alleged that the resident s resistive
to-care and will be combative towards staff,
Additionally she revealed that although the
resident speaks and understands English for
basic care needs, sihe will vacillate between
English and Spanish understanding and
speaking.
Record review of a document titled, "Assisted
Living Resident Assessment”, dated 5/11/2026,
assessed the resident as being resistive to care,
Faciities Regulation _
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speaking primarily Spariish, but able tomake
needs known in English, and sfhe is ingontinent.
Record review of a service plan dated 05/11/2026
| failed to reveal that behaviors associated with
care were addressed with interventions.
-;_kdditi'onalsy, the service plan fatled to addrisss a
cominunication methad for non-Spanish speaking
staff to address hisfher care fieeds.
During a sUrveyor intervigw-on 08/24/2026at 3:45
'PM with the Resident Care Director, she.
acknowledged that the service. plan failed to
address interventions for #aimbatlve behaviors
and that alternate methods of communication
were not established for the resident.
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