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‘An unannounced complainincident investigation ¥ )
survey, ACTS reference numbers 88560, 9825, AY 06 o5
98839, 100443, and 100556, wae conducted at
this residance on 4/23/25-4/24/2025 to determine i
 compliance with state regulations. Deficiencies Adcikities Regulation
wore ldentified.
8230 Crganization And Management 2.4.{3.A 8230 Resldent #1 - The facllity staff will ensure 5/1412025
‘Management OF Services | the resident's RP is notified of any incidents
involving tha resident.
24,13 (ABY Management of Services ; i
) 1 Resident #3 - The resident is currently
A. Each residence shall provide services with | recelving PT and OT services.
adequata prg::sbnal and anciilary employees _
and in accordance with applicable state law. I
Further, the residence shggmw that all | Resldent #4 - Right upper arm wounds has
sarvices are rendered in a safe and effective | resoived.
manner and congietent with the requirements 1 )
- herein. The residence shail provide aff care and : zﬁﬁﬁﬁ Skin tear to left forearm has
semnes to all residents in accordance with the - :
prevailing community standard of care. / ] ‘| Resident #6 - Facial wound has resolvad.
Eé/ . {;} | "The faclity has conducted a full raview/audit
U‘é& | -all Incident/accident reports, admissions and
[\ 1 or readmissions and after visit reports/COC's
Y for the past month in order to determine
| the following areas of complianca:
“1. Notification of RP, MD or NP for any
incident,
This Requirement s nof met ag evidenced by: such as falis, skin teas, resident to resident,
Based on record review and staff Interview, it has ete.
bean determined that the residencs failed in .
provide care and services In accordance with 2 Gompliance with obtaining, documanting
pravaliing community standards of care relative to- and foliowing physician orders, including
the notification of  responsible party (RF) for the :COC™ for afteccare follow up or outside
singular resident reviewed relative to falls, ; SanVices.
Resident |0 #1; foliowing the physiclan's orders of
a singular resident reviewed refativa fo outside
Fadiiities Regilation
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‘Continued From page 1

sarvices, Resident 1D #3 and for 3 of 3 regidents
reviewed for wound carg, Resident ID #5 4, 5,

and 6.
 Findings are as follows:

| R Gan. Laws § 23-17,4-18, "Rights of
1 Residents" states in part, ...Section (x%) To have

the resident's responsibla pareon and physician

| netified when there is: {A) An accident involving

the resident that results in injury and required

: physician intervention..”

{ Mosby's 4th Editlon, Fundamentals of Nursing,
1 pege 314 states, "The physician Is responsible for | °
 directing medical treatment. Nurses are obligeted
1 to foliow physician's orders unless they balisve

-1'the ordare are i error or would harm the clients.”

| Racord review of a residence policy, last revised
:3/2025, titled "Incident Report” states In part, 1
v, An incidend report form should be complated to |-

document what happened...If a restdant is

Involved in.any incident, their responsible parson |
must ba potified fo let them know of the :
| ocourrenca.. Al incident reporis related fo

residents will be kept in their records.,

Record review of a faddlity policy, last revised
412024, titted "Wound Cara® states in part, "...The
purpose of this policy Is o provide guidelines for

| simple wound care...Procadure...Verify thet there
ia a physicien's arder for this procedure...Apply

traatments as indicated, Documentation The

1 following Information should be signed

offfrecarded & the resident's madical recard: 1.

| The type of wound care given 2. The date and

| time the wound cana was given 3. The name and
| Hile of the Individual performing the wound
-care...All assessment data obfained when

8230 The policies fifled incident Report and
: Wound Care were reviesd and education ony |
these policies was provided o the nursing
staff.

The Program Director/desigriee will audit af
incident/accident reports, affercare
vigit'COC's weakly for four weeks and

1 monihly thereafter {o snsure compliance with
1 RP, MD notifications, and physician orders to
1 ensure compliance.

oy
=,/

Ca

Audit findings will be presented to the QAP
; commities.

1'The Executive Director s reponsible to
ansure compilance.
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1. Record review of a reskdence reported incident |

of unknown origin submilted to the Rhode lsland

1 Depariment of Health on 3/7/2025 allages that .
Resident 1D #1 has a bruise on hisfher rightamm, |

1 Record review revesled 1D #{ was admitted to

tha residence in September of 2024 with
disgnoses Including, but not Emited to, dementia

1 and repeated falls.
| Record review revealed & progrese nots dated

3/26/2025 that Resident ID #1 had an

1 upwitnessed fall the pravious day 3/25/2025..

Curing a surveyor Interview on 4/23/2025 at 10:03
1 AM with Resident ID #1's RP, s/his indicated that |

&/ha was not made aware by the facility of the

| resident's fell on 3/25/2025.

|'During & surveyor Inerview on 4/23/2025 at
|- approximately 12:45 PM wifh the Execufive
 Director, she acknowledged that Resident D #1's

RF was not notified of the unwithessed fall on

- 312612026, Additionally, she indicated the RP

should kave been nolified by the facifity.

2, Record raview revealed 1D #3 was readmitted
fo the residence in February of 2026 with a

diagnosis Including, but not iimited to, a displased |

frachure of the laft tibia (shin bone).

Record review revesaled a "Confinuify of Care
Form"®, dated 2/13/2025, with a physician's order
for physical therapy (PT) and occupstional

therapy (OT) when tha resident was readmitted fo |
_ the regidence, 3

1 Record review of & "Conbnuity of Cara

1D SUNBAARY STATEMENT OF DEFICIENGIES o " PROVIDER'S PLAN OF CORRECTION o)
PREFX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE .
TAB REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSEREFERENCED TO THE APPROPRIATE DATE
- - DERICIENCY) :
5230 Confinued From paga 2 | 8230
| inspecting the wound,..” '
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Consultation and Referral form" dated 4/7/2025 1,

revealed a physician's order for FT and OT, a8
tha resident was not recelving these servicas.

Record review falled {o revea) evidencs thet the
order for PT was acfed ugon unti] 4/10/20256
approximabely lwo months after the initial order
was givan. Additional record review falled fo

+ revesl evidenca that the OT order was acted
upon yntil 4/23/2028 approximately saventy days |

after the initial order was given.

+ 3a, Record review revealed ID # 4 was admiltted
1t the residencs in January of 2025 with a
| dizgnosls ineluding, but rot limbted bo, demaentiz,

1 Record review of ID #4's dermatalogy provider
1 vislt notes dated 3/26/2025 and 4/11/2028

3 ravesled that the resident was seen at the

1 dermatologists office on the abive-mentioned
1| detes for treatment of skin cancer of his/her
| \upper arm. Additional review of the 4/11/2025 vislt
{-note ravealad, & post visit treatment plan o apply

| Mupirocin 2% ointment (an antiblotic aintment)

right

twice daily under & clean bandage to the right
upper arm.

Record reviaw fafled to reveal evidenca thatthe

above-mentionsd visit notes or the physician's

-order fo freat his/er right upper amm wounds was |-

foliowad,

3b. Record review revealed D #6 was readmitted |

to the residencs in Fobruary of 2019 with
diagnoses including, but not fimited to, dementia
and frapture. Additionafly, the maldent receives
hospica services.

Record review of ID #5's hosplca provider note

dated 3/24/2025 revealed a/he was observed with |
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2 large skin tear on hisher feft forearm.

Additicnal review of the nofes revealed g drassing :

was applied by faclily stafi to the skin tear

“wound,

Record review falled to reveal evidence that
Resident [D #5's physician was notified of the

gkin tear, that a physician's order was obtained to |-
 freat the wound, and the residents skin was

assessed and reated appropriately.
3c. Record review of a faciity reporied Incldent

i submitted to the Rhoda Istand Department of

Health on 4/15/2026 alleges that Resident 1D #7
scrafched Resident 1D #8 on histher face.

Recaord review revealed 1D #8 was edmitted fo
+ the reskisnce In May of 2024 with a diaghosis
1 Including, but not fimited fo, dementia.

| Record review failed to reveal evidence that
1 Resldent {D #8's physician was notified of the
1 resident-lo-resident incident and tha wound to

‘Residant ID #8's face, Further raview falled o

+reveal evidence that a physician's order was
|-obiained to treat the wound fo the resident's face
1 after the Incldent occurred.

‘During a surveyor inferview on 4/24/2025 af 12;34

PM with the Nurse Practitioner, the provider for

-Resident ID #s 4, 5, and 8 she indicated it would

be her axpectation to have baan notiled of the

“‘wourids for both Resident 1D #s § and 6, and

treatment onders o hava been obtained,

Additionally, she indicated it would be her

axpectation that the dermafology visit notes for

‘Residant ID #4 would hava been chtained by the

faciity for her review, and the residenses would
then oblain treafment orders.

;,.3230
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$230| Confinued From page & LB 230
-During an Interview on 4/25/2025 sf 828 AM and
1:06 PM, the Diractor of Operations was unable
fo provide evidence that a physicien's orderfor |
wound caré was obtained for Resldent D #s4, 5 +
and 8. Additionally, sha was unabla fo provide
evidence that the physician's orders for OT and
1 PT for Resident D #3 were actad Upon timely.
§ 310} Hesldency Requirements 2.4.16.A Reeldent §310 | Resldent# - Resident wounds have 5/14/2025
| Records | resolved, Aftervisit notes were obtained :
_ 1 from resident's appointments.
| 2.4,15 (A) Resident Reco .
{2 (A rds * Resident #5 - Skin tear fo left forearm has
1A, Each resjdence shall, at a minimum, maintaln | resolved,
3 :_-t‘hla following information for each resklent ' Resident #8 - Faclal wound has resolved,
1. The residen{'s name;

- The facifity has canducted a full review/audit |

i
2. The resident's last address; all Incldant/accldent reports, admissions and |.

or readmissions and after visit
A reports/COC"s for the past month in arder to

3. The name of the person or agency : ;§ determine the following areas of compliance
‘refarring the resident to the home; . are documanted In the resident’s record:

4. The name, specieity {if any), lelephore ] 1. Compliance with obtaining, docurnenting
number, and emergency telephone numberof | . and following physician orders, including
each physician who Is currently treating the : wound care assessments are documsnted
resident; : { In the resident record.

&. The date the resident began residing in the

1 home;

6. A list of medications takan by the resident,

1 including dosage, and specific records of

't medication administrafion as required by the
Department;

; a. In residences licensed at the M2 level,
1 if a resident refusas to provide the information
ictted fn § 2.4.15(A)(8) of this Part, this fast shall

FociiEs Reguiston E
BTATE FORM L 226811 ¥ eondinetion shast 807 10
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Oontméd From page 6
-ba documented In the resldent’s service

agresment,

7. Writton acknowiadgments that the resident |-

has signed and received coples of the rights as

| provided In R.J. Gan, Laws § 23-17.4-16;

8. Informztion about any specific health

1 problems of the resident, which may be useful in
1 a medicel emargency, including diagnostic andfor
| therapautic ordars;

8. Arecord of personal property and funds

1 wihich the resident has entrusted {o the
_ residence;

10. The name, address, and felsphone

‘mumber of a person identified by the resident who
- should b2 confacted In the event of an
‘| emargency or death of the resident and the
1 name, address, and tslephona number of the
legal guardian;

11. Any other health-related emergency, or

partinent Information which the resident requests -
-the residence fo keep on record;

12. A copy of the initiat and periodic
assessments desoribed in § 2 4,16 of this Part;

13. Acopy of the service plan and nurse
review as described in § 2.4.16 of this Part;

14, A copy of the residency agreement as
described in § 2.4.14(C) of this Pari.

This Requirement s not met as evidenced by;

Based on record review and staff interview, it has

| been determined the residence falled fo mainta!n.

4 sa10

“The policy for Resident Record

" Documentation was revisad and education
-on this policy was provided to the nursing

- stafi

Tha Program Direclor/designes will conduct
random weekly resident racord reviews to
ensure compliance with documentation
- { ralated to wounds, treambmant orders and
ks 1 gkin assessments,

| Augit findings will be presented 1o the QAP
| commitiee,

|The Executive Director is responsihla to
Hensure compliance,

Facilities ﬁaguhtiun
STATE FORM
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at a minirmum, Information sbout any specific
health problems of iha resident, which may be
useful in a madical emergeney, including
therapeutic orders for 3 of 3 sample residents
reviewed for wotnd care, Resident 1D #s 4, 5,
and 8.

 Findings are as joliows:

Record review of a residencs policy tiled "wound |
| CGare’ last rovised 4/2024 states in part, "..The |
| purpbse of this policy is fo provitle guidelines for

1 simple wound care...Procedura, Verify that thers

is a physician's order for this procedure...Apply

1 reatments as indicated. Documentation The
1 follewing information should be signed

offirecorded in the rasident's medioal rasord: 1,
The type of wound care given 2, The dats and

- fimad the wound care was given 3. The name
1 and title of the Individual performing the wound
1 cera., All assessmant date ohizined when

fnspecting the wound...”

1. Record review of a facliity reported incident
‘submitted to the Rhode Isfand Department of

Hesith on 3/10/2025 aliages that Residant ID #4

'was struck in the left arm by ancther resident.

: Record review revesaled 1D #4 was admitted to |-
tha residence in January of 2025 with a diagnosis |

including, but not imited to, dementia,

i Record review of ID #4's dermatologist's office

visit notes, dated 3/25/2025 and 4/11/2025,

i revazied that the resident was seen at tha

dermatologist’s offica on the above-mentioned

; dates for freatment of skin cancer of hisfher right
| upper arm, Additioral review of the 4/11/2025 visit

notes revealed, a post visit treatment plan o
apply Mupirocin 2% cintment (an antiblotic
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‘cifitment) twice dafly under a clean bandage to

the right upper am.

Record review falled to reverl evidence that the
above-mentioned visit nofes were obtzined after
the resident's appointments; tharefore, the
residence was not awsre of the new order or the
resident’s current health condition,

' 2. Record review of 3 faolity reported incldant
‘submitied to the Rhode Istand Department of ,
Health on 4/23/2025 alleges that Resident ID#5 |

was nof assisted with his/her meal.
Record raview revealed ID #5 was readmitted to |

the residence in February of 2019 with diagnoses |

Including, but not imited to, dementia and
fracture,

Record review of 1D #5's hospics provider note

dated /2412026 revealed sthe was observed with |

# large skin tear on his/her left forearm,

Additional review revealed a dressing was applied|

ta the skin tear wound by facllity staff howsver,
there was na documentation of wound care or

.assessments of the wound in the resident's
| record,

| 3. Recond review of a facillly reported incident

submitied & the Rhode Island Department of
Health on 4/16/2026 alleges that Rasident (D) #7
seralched Resident ID #6 on hisfher face.

Record review revealed ID #8 was admitted to
the resldence In May of 2014 with diagnoses
including, but not limited to, dementia,

Record review felled 1o reveal evidence thata
physcian's order was obtsined for Resident ID
#6's face wound, Additionally, tl_1ana Was no
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e wound In the resident’s record.
| During surveyor intsrviews ofy 412512025 st 8:25
{ AM and 1:08 PM, the Director of Operations was
1 unable fo provids evidence that Residant 1D #s 4,
3 and 8's records held ajf information necessary
to malntain, at a minimum, Information about any
specific health problems of e resident, which
may be useful in a medical emergenay, ncluding |
therapeutic orders. .
LY
Faciies Reguiaton T
STATE FORM = 226511 ¥ coninustion skes! 10 of 10




