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An unannounced complaintiincident investigation
survey, ACTS reference numbers 89625 and
99656, was conducted at this residence on
3/05/2025 - 3/10/2025 to determine compliance
with state regulations. A deficiency was identified.

S 535/ Residential Care Services 2.4.22 Housekeeping | $535
2.4.22 Housekeeping
The residence shall maintain a comfortable, safe,

clean, sanitary and orderly environment, free of
{itter, rubbish and offensive odors, @

This Requirement is not met as evidenced by: /
Based on surveyor observation and staff and _ /\‘(ﬁj
resident interviews, it has been determined that ®

the residence failed to maintain a comfortable,
safe, clean, sanitary, and orderly environment,
relative to one of three bedrooms observed for
pesits, Room 334,

Findings are as follows:

An anonymous complaint received by the Rhode
Island Department of Heaith on 2/18/2025
indicated that the facility has bed bugs and
scabies, which have been treated, yst the "...bugs
are stili here...”

Surveyor observation on 3/5/2025 at 1:36 PM of
Room 334, ravealed several dead bugs on an
unoccupied bed sheet adjacent io another
resident's bed, The resident in the room was lying
down on histher own bed,

During @ surveyor interview with the resident in
Room 334, hefshe revealed their roommate
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moved out on 3/3/2025.

During a surveyor interview with Certified
Medication Technician, Staff A, she
acknowledged the dead bugs on the bed sheet in

During a written correspondence on 3/10/2025
with the Administrator, she indicated
housekeeping is supposed to change resident's
sheets as soon as they move out.
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