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5003 fnitial Comments 5003

An unannounced complaint/incident investigation
survey was conducted at this residence.

Deficiencies were identified. ) '
. S2pS— Krowdear Chands
""$965 Residency Requirements 2.4, 16(D) Resident 5 365 - pliante.
§§' Assessment/Service Plans - . W b& AN LT
ﬁ—a nolanct?
2.4.16 (d) Resident Assessments and Service W ﬁf,‘km

Plans %_ Mcud }oth_

D. The assessment shall be reviewed and at

h ;o e
intervals not to exceed twelve (12) months and % % W €n:é. C[\m ax,wLL‘_.
each time a resident’s condition changes lof . BIr

significantly. P Wﬂm&:{ — 34 3/

This Requirement is not met as evidenced by: | a/; Opeetro oo line VQL;{‘/

Based on record review and staff interview, it has (T:g
been determined that the residence failed to / widh. 0B — and due..

ensure that the assessment was reviewed i _—1’ )@,z ’(_, C?u,@ﬂ; fgy , .

annually, or each time a resident's condition [ AT
changes significantly for 1 of 2 sample residents A, y

, N o
reviewed, 1D #1. w | ON Cludl ;{52. Pand o)A
| Findings are as follows: n \@@\qr Moo ED

According fo the Rules and Regulations for \>’ ) /V() N~ CE)N 1a88e. 2A50 //1/&7

Licensing Assisted Living Residence, which - -
states in part, "...Significant change means an nJ wﬁ#a/\ WLy l'Ll.l/Lc? M AD_L‘D ,
impravement or decline in the resident's heaith
status, behavior, or cognitive andfor functional

abilities that results in a change in the resident's 1 2], Lo ye; ) __.-7-72{;_! el ’ILD ML(: }

independence or quality of fife, including but not

limited to; — PacrdlentF1l es @/ da’a' 3} i3/ P2 3N

2. Resident's ability to perform activities of daily

living. N ¢, Cb ) p

b. Achange in the resident's behavior or mood ' M“‘L -

resulting in behavioral symptoms that present a ; - {

threat to the resident's self or others, - Eb ‘JLD d@ Sece

& The elimination of problematic behaviors on a Cls oA e
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1. Nurse review is necessary for all levels of

Continued From page 1

sustained basis.
d. Requirements for resident's level of service, .

Record review revealed the resident moved into
the residence in March of 2021, Sfhe has
diagnoses including dementia and adult failure to
thrive, Record review revealed the resident was
admitted (o hospice service on November 22,
2022,

Record review of the resident's latest
comprehensive assessment dated 7/11/2022
failed to reveal evidence that the assessment was
updated to reflect the resident's significant
change and hospice admission.

During a surveyor interview on 3/2/2023 at
approximately 10:13 AM with the Director of
Wellness, in the presence of the Assistant
Director of Wellness, she acknowledged the
resident's assessmeant was not updated to reflect
the significant change in the resident's condition.

Residency Requirements 2.4 16(F) Resident
Assessment/Service Plans

2.4.16 (F) Nurse Review

licensura.

a. Aregistered nurse shall visit the residence at
least once every thirty (30) days except as
provided in § 2.4 16(F)(1)(b) of this Part and shalf
complete a review to include the following:

(1) Monitor the medication regimen for ali
residents:
(2) Review any new physician orders and

§$365

AN
L) -, \v ‘g\("\\ ;l'
o~

o s

S

5375

375
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evaluate the health status of all residents by , -
identifying symptoms of illness and/or changes in uAmU/ @l() - (el

mental/physical health status; .
(3) Evaluate the appropriateness of placement C et ‘{0 WFCULL
for each resident:

(4) Make any necessary recommendations to the YON — YoM duca o

administrator; .

(5) Follow up on previous recormmendations: '&O .Sé W )

(6) Provide a signed, written report in the 7’9 27 -

residence documenting: ol —— 3@{“
(

(AA)  Date and time of assessment;

N

(BB)  Recommendations for follow-up; \):\/“

(CC}  Progress on previous A\ WA Y/
recommendations; \\}{;\\J &675"

(DD) Verification that the medication listed by | \
the pharmacist on the mediset, blister pack or [ aA &’L
medication container is current with physician ; \“‘ ) Mﬂj’o

h]

orders (M-1 level only); \) / - ; éq
(EE)  Physical assessment identifying / Wwactidiao (LA.-(.LL
symptoms of iliness and/or changes in mental or
physical health status and appropriateness of )@(_Q,.A J_d Qé(a M,L,
placement; ¢
{(FF)  Such reports shall be on file at the @
residence, -

(7) Complete the quarterly evaluation of the [
residence’s registered medication aide(s) g 8‘7§ —_ C&Lﬂﬂﬁg &W}
administration of medication. {(Approved

Department form is available for downloading ) [t ;/
online). W \éL
b. In those residences that have ane or more ;2/ o!aﬁ ég {]%gbj / gﬁ

licensed registered nurses {i.e., at least one
full-time equivalent equal to thirty-five (35) hours)
on- site, the nurse review shall be completed at
least once every ninety (90) days.

This Requirement is not met as evidenced by:
Based an record review and staff interview, it has
been determined the residence failed to complete
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§ 375 | Continued From page 3 3375

nurse reviews every 90 days as required for 1 of
2 sample residents reviewed, D #1.

Findings are as follows:

Recotd review ravealed the resident maved into
the residence in March of 2021. S/he has
diagnoses including dementia and adult failure to
thrive.

Record review revealed the resident's last
ninety-day nurse review was completed on
3/16/2022. Further record review failed to reveal
evidence that a nurse review was completed
every 90 days as required since 3/16/2022.

During a surveyor interview on 3/2/2023 at
approximately 10:13 AM with the Director of
Wellness, in the presence of the Assistant Vs
Director of Wellness, she was unable to provide é
evidence that the nurse review was completed S 5¢

every 80 days as required.
propec documpad -

8 390 Residency Requirsments 2.4.16(G){3) Resident S 380

Assessment/Service Plan ﬂ/,,L} M DA M Ao d &Zf :
2.4.18 {G)(3) Service Plans % 0 ¢t *

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 r—MKL)LCd{ tbﬁu,)) @OLD

changes significantly and all changes shall be

acknowledged in writing by both parties, ﬁg . ﬁml% Nsc. (g

This Requirement is not met as evidenced by
Based on record review and staff interview, it has
been determined the residence failed to review
the service plan each time a resident's condition
changes significantly, and the plan failed to

P
U

Facllities Regulation
STATE FORM sam YGNN11 If continuation sheet 4 of 5

RECEIVED AT: RECEIVED: 2023-04-14 17:37:12 (GMT -03:00)




04/14/2023 4:25 PM FAX 4014759755 DARLINGTON MEMORY LANE 0006/0022
PRINTED: 03/07/2023

FORM APPROVED
RI Departiment of Heatth
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: GCOMPLETED
Cc
ALR01461 B WiNG 03/02/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1081 MINERAL SPRING AVENUE
DARLINGTON MEMORY LANE NORTH PROVIDENCE, RI 02904
X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
8 390 Continued From page 4 S 360

SAD
accurately reflect the resident is receiving outside A y AL &0 é ’&D &

service for 1 of 2 sample residents reviewed, D

M. posied i Murse offida.

Findings are as foliows: -
| | 9390 on
Record review revealed the resident moved into
the residence in March of 2021. S/he has [/
diagnoses including dementia and adult failure to .y /U '/‘D &pr Uy
thrive. \\ﬂ?} M‘J
ENA_

Record review revealed the resident is receiving S
outside service for hospice care with an y,_\
admission date of November 22, 2022, to () #LW WG%
present, ( f\k ;
Record review of the resident's service plan dated ' -

6/3/2022 failed to reveal evidence that the R0
resident is receiving the above-mentioned outside <

service. “MU'-‘/'a A y g

During a surveyor interview on 3/2/2023 at 10:13

AM with the Director of Wellness, in the presence (L 9{( %I %07
of the Assistant Director of Wellness, simm ’ Mw ,
acknowledged the resident is receiving hospice

care from an outside agency. Additionally, Il 83?0
acknowledged the resident's service plan did not .

reflect the outside service. hl{_) -h) U,Pdécté, m_
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