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Initial Comments

An unannounced complaintincident investigation
survey, ACTS reference number 101957, was
conducted at this residence on 09/11/2025 to
determine compliance with state reguiations. A
deficiency was identified as a result of this survey.

Licensure Requirememts 2.4.31. ACOVID 19 -
Practice and Procedures

2.4.31 COVID-19 Practices and Procedures
A. Assisted Living Residents,

1. All assisted living residences shall ensure
residents who are not fully vaccinated are tested
at least once every fourteen (14) days during a
‘period in which COVID-19 prevalence rate is
greater than or equat fo ten {10) cases per one
hundred thousand (100,000) people per week or
greater than one hundred ten (110) cases per
week, as reported by RIDOH.

2. Upon the identification of residents who
test positive for COVID-19, the residence shall
take proper actions to prevent the transmission of
COVID-18 in accerdance with Department
guidance.

3. Assisted living residences shall have
policies and procedures in place for addressing
residents who refuse testing or unable to be
tested.

4, The assisted living residence shall
doecument all COVID-19 testing, which
documentation shall-include at minimum the
individuals name, date of test, and test result.
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This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined that the facility failed to ensure
that the residence took proper actions to prevent
the transmission of COVID-19 upon the
identification of residents and/or staff-who tested
positive for COVID-19, in accordance with
Department guidance for 22 staff and 16
residents.

Findings are as follows:

Recoerd review of a community reported complaint
submitted to the Rhode Isiand Department of
Health on 8/29/2025 alleged in part, appropriate
personat protective equipment was not available
for personnel to utilize during a COVID-18
outbreak.

Record review of a "Rapid test registry" form
indicated Nursing Assistant, Staff A, tested
positive for COVID-19 on 8/17/2025. Additional
review of the form revealed Staff A reported first
feeling ill at the start of her 3:00 PM to 11:00 PM
shift on 8/15/2025. Further review revealed Staff
Aworked 8/13/2025, 8/14/2025, 8/15/2025, and
8/16/2025 before subsequently testing positive on
8/17/2025 for COVID-19. This series of dates
worked indicated that all residents residing within
the residence had been potentially exposed to
Staff A, due to the facility layout within the special
care unit and the length of time.

Record review of a "Rapid test registry" form
indicated Resident ID #1 tested positive for
COVID-19 on 8/18/2025, one day after Staff A
was identified as positive.

Record review revealed that upon identification of
the positive COVID-19 testing for Resident 1D #1
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and Staff A, guidance was given to the residence
from The Rhede Island Depariment of Health
Center for Acute Infectious Disease Epidemiology
related to further testing of residents and
personnel including, but not limited to, the
following:

All personnel and residents exposed {o a
COVID-19 positive staff or resident are tested
with contact trace testing (testing that occurs on
days 1, 3, and 5 after exposure to COVID-19) and
upon identification of further positive cases broad
based outhreak testing of ali residents and staff
within the affected area twice weekly until there
are no new positive cases in 14 days.

Further record review failed to reveal evidence
that the above-mentioned guidance was
implemented by the facility relative to testing.

During a surveyor interview on 9/11/2025 at 12:38
PM, the Adminstrator acknowledged that he had
received the aforementioned testing guidance
and further acknowledged fhat the guidance had
not been implemented.

5722

$732-

/ % The Administrator will be responsible to
[l ensure that the most current testing
Vo guidance for any future Covid-19

= | outbreak is implemented, adhered to
@ | and documented for compliance.
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