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An uhannounced blammial State Licensure sutvay
and a complaint/incident investigation survey i
{DD3M11, 11/21/2025) wers conducted at this %
residence from 11/20/2025 through 11/25/2025,
Deficiencies wers identified melative to the State

3
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Licensure survey.
$ 170l g;ganizaﬁon And Management 2.4.13.A 5170 C. LSlactige Pes dant Nblo50r
mi T
inisirative Management p&j‘“be;m\ cor ok Loovia,

2 4.13.(A) Administrative Management Joosd [Tl \Qm Y m‘w\

A, All icensees shall provide staffing which Is e gssd ]y 9,\ :
sufficient to provide the necessary care and AN W g ey D 35 8*‘.:’9’5-
setvices to attain or maintain the highest N T
practicable physical, mental and psychosocial Deprod Heed H"""g“—'
weli-being of the residents, according to the Vicang st A3 LIl
appropriate level of licensing. At least one (1) W
staff person who has completed employee el 4 ofStarteg
fraining as outlined in § 2.4.12(G) of this Part boenvegel o alay -
shall be on the premises at all times, 6

vl e A Weanea
WD Codlcdh asal DL

‘This Requirement Is not met as evidenced by: : ;i:} Q a8 .
Based on record review and staff intarview, it has -‘“L\ SOLE B e b‘
{-Q,.

been determined the facility failed to provide

staffing which is sufficient to provide the PPN )p(\ V., sk
necessary care and services to attain or maintain SO Qoo RED

the highest practicable physical, mental, and ' T enaing
psychosocial well-being of the resiients, refative As aF e QoY G

al care provided by StaffAand B, '

1o personal care provited ™ svod o d 4§ 0 anh<waw— | Rlaled]
Findings are as fof[/gws: o :5 o & 5 AT LMQ K ii.ah%
Review of the Nursing Assistants, Medication o A N
Aides, and the Approval of Nursing Assistant and (b ;\"k@\m \
MedicatiogAlde Training Programs sk AV Tt~ are Sha f-
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$ 170{ Continued From page 1 § 170 O e « b
(216-RICR-40-05-22) regulations under Section s e\iesy
22 4 "L avals of Nursing Assistants,” states In parf, &&&g\wﬂ“ ¢ ueﬁ‘ﬁ..\tcr
» 1. Nursing Assistant. A nursing assistant|s a , . i
pa;apmfesslt?nal trained to provide personal care ADLS %l\ B8 RS it |
and related health care and assistance o , . , .
individuals...and who are residents of or receiving /—’?}Qm‘f* ingy D aidas (athhead]
services from heaith care facilities or agencies . ‘
icensed by the State, and hoids a license as a ) .CM%“ w eyt “‘"}‘\h
nursing assistant issued by the Depariment...” A *ﬂ&:a 1 Y\my\\w :Zé:f
Further review of the regulations under Section é\j““‘“‘“ AN canplozte
22 5 “General Requirements: Nursing Assistants 6S) <4 AR
and Medication Aldes” states in part, *...A. No S+ Tvedh D Lasrsd
person shall be employed in this Staleas a f@% S 4 dan et %Q ad s
nursing assistant or medication aide unless he o LY b Pad Lo,
she holds a license 25 a nursing assistant in N Lrien
accordance with the provisions of the Act and this - \ .
Part..” ~frusord Dl COAY ‘ a\%\yg .
Review of a job description titied, "PCA” .‘;‘ mgﬂﬁ G T eentd ?*% d PN c-w\d
{Personal Care Assistant) states in part, A Caaes Oaeb TR D
~ Essential Job Responsibiiities...7. Assist S0 . .
residents with activities of daily iving, including AN b R edd by odavun
hathing, dressing, eating, toileting, hyglene and S Q,— pms%‘mﬂq, MJ\;S .
mobility... : -.Q‘pQﬂdn e QR .5'} o
Review of a job description fitled, "PCA/CNA ' - P el Yo
(Certified Nursing Assistant)" states in pari, Q&"’"&‘ \;5 AL M—r
.. Help Residents with ADLs (Activities of Daily o] Coh adeyy ¥ oM |
Living) according o care plan.,.Assist with AM o rterds e ad 7 Nierd
and PM care for residents who need it." (5( ) J\’ -
s @RINTEER
Review of a facility staff list indicated PCANCNA, ’
Staff A, was hired on 07/10/2026, The list further QAL CLgrant Haanses ol .
indicated PCA, Staff B, was hired on 01/10/2021. d o - u%em 5
During a surveyor interview with Staff Aon ALl AR \ g
14/24/2025 at 4:22 PM, she revealed she assists g“i o A P .“'d_“‘y“
residents with dressing and showers. en ™ o RN L Weaaasko .
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S180

“residents with dressing and showers.

During a surveyor Interview with Staff B on
11724/2026 at .41 AM, she revealed she assists

During surveyor interviews with 2 residents, they
indicated that they both recelve assistance with
bathing. These residents could be assigned to
Staff A and Staff 8 for personal care.

During a surveyor interview with the Administrator
on 11/24/2025 at approximately 11:00 AM, she
acknowledged Staff A and B do not hold an active
Rhode Island CNA license and provide personal
care to residents as needed.

Organizaion And Management 2.4.13.C
Administrative Management

2.4.13 (C)(1-5) Administrative Management

C. Pursuant to R.L Gen. Laws §§ 23-17.4-15,1.1
and 23-17.4-15.2, each assisted living residenca
shail have an adminisirator who is licensed by the
Departrment in accordance with Regulations
established pursuant to R.I. Gen. Laws §
23-17.4-21.1, in charge of the maintenance and
operation of the residence and the services to the
residents. Tha name and contact information for
the current administrator shali be displayed in a
conspicucus public area of the residence. The
administrator Is responsible for the safe and
proper operation of the residence at all imes by
competent and appropriate employee(s) and shall
be responsible for no iess than the foliowing:

1. The management and operation of the
residence and services to the residents;

2. Compliance with federal, state, and local

S 180
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S 180

Continued From paga 3

laws and Rules and Regulations pertaining to, but
not limited to: the management and operation of
assisted fiving residences, fire, safely, zoning,
bullding codes, sanitation, food service,
communicable and reportable diseases,
Americans with Disabilitfes Act, employes health
and safely, other refevant health and

safety requiramants, and these Regulations,

3, Staffing the residence with adequate and
qualified personnet fo attend lo the food
preparation, general housekesping, assistance
with personal care, medication administration, if
applicable, and other such savices,

4. Establishment of wriiten policles and
procedures goveming the operation of the
residence which ara almed, to the extent
possible, at malntaining the independence of
resldents, Such policles shall includs provisions
to implement no less than the following:

2, The appropriate provisions of § 2.4,18
of this Part and other applicable provisions
pertaining to admission, transfer, discharge,
visitation privileges, availabllity and utilization of

community resources, leisure time and such
olher;

7 b, Accountabliity of the residence when
scting as a fiduciary agent for the resident
pursuant to § 2.4.18 of this Part:

¢. Notification of next of kin or other
respensible person designated by the resident in
the event of itiness, accident or death; and

d. Such other provisions as may be
deemed appropriate,

tation
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5. Compllance with all requirements \oordnebed ] G"‘J PLsale “\ - \aj‘“
approptiate to the service level for which the “ta oot vy oo € 4{*
residence is licensed. 1
[ & B\w\cj ,k(w ok
QLTtent cuents trosst oy
. , X " =%
This Requirement is not met as evidenced by: Bassn o e
Based on surveyor observation and staff ) A
interview, it has been determined the residence I canas ars, P Lw \a\x Q\&S 5
failed to display a posting of the name and CoUns : .
confact information for the current administrator - bt ptg‘“ “S s oA %%“‘“8
in a conspicuous public area of the residence. SN Gaoad us e o
Findings are as follows: s YD B_xﬁmu”’ *;: ‘@ﬁ
Fa T Kesi & act I
Surveyor observations on 11/20/2025 at o (s T Resichans \ ol
approximately 10:00 AM failed to revez| a posting e Uity Aoco nat Yodos
of the name and contact information for the * —g'ﬂ" ef Ara_ososd
current administrator i a conspicuous location. N
_s;f N By s WL L WL S Q‘;-e.
During a surveyor Interview on 11/20/2025 at o & { Sng
approximately 10:49 AM with the Administrator, ey 2 idas f
she acknowledged the name and contact fypecFen “heod 8= Fir
information for her was not posted, as required. | pofle Wefe s pfw*‘g
S 250 Organization And Management 2.4.14.A $28- | | |5 ndonan GRodene H( ald
Management Of Services Bl ?D sl = b et rasay o)
2.4.14 {A) Management of Services b—\ o by odien doanin
A. Each residence shall provide services with Wb OYSAS s ?QQ,\.J_, o ﬁ_}
adequate professional and anclllary empioyees [ 1
and in accordance with applicable state Ea;u. rdahen kzﬁi’f‘&r ¢ Lf‘*-@-‘ i i&m’ 39
Further, the residence shall assure that al ool AT SRELIVY NGB
services are rendered in a safe and effective €ty _ Qc“) j i) ’ 4
manner and consistent with the requirements pg_\,ws YR EY STV o
herein. The residence shail provide all care and
“aclilles Reguialion |
STAYE FORM st EHXD11 ¥ continuation shaet § ot 22
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$250) Continued From page 5 § 260
v k‘«gksj L.
services to all residents in accordance with the MH/?‘Q"Q&“”‘Q d
prevailing communi ty standard of care. NG ‘LB e Dok s ot -
) _ (]
Loy Condisch ug o Dl Y & Shot”
L {
This Requirement is not met as evidenced by: &M LN PrAdiCian
Based on record review and staf interview, it has s , w93
been determined the residence fafled to provide wé‘ A
care and services in accordance with the el g‘\ma‘dm Ko
prevailing community standard of care refative to {2
following physicians' orders for 3 of 3 residents dode, & o *
reviewed for self-administration of medication, _ C e i
Resident ID #s 1, 2, and 3. AT L%\ﬂ\:ﬁ wdar) fom f3or a5
Findings are as follows: ;fg%‘% besn o ord m"“b"ris h&&&ﬂ
Ly ,
Mosby's 4th Edition, Fundamentals of Nursing, W e i GOrW o) s
page 314 states, "The physician is responsible for / \
directing medical treatment. Nurses are obligated _§Q?‘ PRANNCany AN i;
to follow physician's orders unless they belleve | &
the orders are in error or would harm the clients." %?@ Qo Qc}' 2 ‘Sz =
N X
During a surveyor interview with Certified Ex . Qe
Medication Technician (CMT}, Staff C, on _ . i "l
11/20/2025 at approximately 1:00 PM, she Ooler 2e) p\GINC Dssd % NS O
revealed the following residents self-administer A T
medications. et f%:}j Y “-}MM‘E’ )
e po - NAY VTN
1) Record review revealed 1D #1 was admitted to e EU:
the residence in July of 2023 with a diagnosis wrda s b Ao VLY
inciuding, but not limited to, ymphedema, k% OL "
a0t «%\ M\
Record review revealed ID #1's comprehensive &\'m’""\
assessment, dated 03/01/2025, revealed the (o Pbden O
reskient has the cognitive abllity to self-administer ]
histher (Cyanocobalamin) vitamin B12 injection, D At C§3 6t bt GJLQ
Record review of the resident’? p{r’wsik;;a;n‘shgsrghers :59_9 bt d Ao be o
falied to reveal an order to self-administer his/ner
Cyanocobalamin, Ceardo + Ceoneds oawRy
"aciifies Reguiation
iTATE r-'g;’; o EHXD
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O Chtabs e L osaxh | ,\ia v
During a surveyor interview with the Divector of _ |
Nursing (DON) on 11/24/2025 at approximately Rl !gaé- 1\ RaS ‘B‘G
8:30 AM, she was unabie to provide evidence of a ) . b
physician's order for the resident to q& ¢ Th I &m& ap)
self-administer the above medication, ("5
2) Record review revealed ID #2 was admitted to Sy vante R
the residence in April of 2024 with diagnoses L W
including, but not limited to: Type 2 diabetes Ay Pu
mellitus, chronic obstructive pulmonary disease , . y -
{COPD), and asthma. ’?{ ;f o ktosn rd an (Jl“k*Q’*f) Hfa?alﬁ [~
¢ }
Record review revealed ID #2's comprehensive | + Q_Buioﬁ Yo € “(’)Q“Yd*" 8
assessment, dated 04/25/2025, revealed the . ‘ﬂ el J
resident does not have the cognitive ability to @/ m@ CRAYYT VSRS SN )
self-administer. Further review reveals a . - W‘w Loy
self-administration evaluation form, dated i/} PP S
4/25/2024, revealing the resident self-administers ] ] A
his/her Albuterol and Brovana Inhalers and %% Ny GOl Guh O T ras i oD 1 35{8\
oxygen. v Lo L G o ,
failed | a physici Q ‘ ; h ! mésn m@
The record further falled o reveal a physician's )
order for the resident to self-administer histher r)\‘l:’ velank § Qn LJ\A«(}L
Albuterol and Brovana inhalers and oxygen. i~ MM X W
During a surveyor interview with the Direictog;f tr enavn Ve st
Nursing (DON) on 11/24/2025 at approximately
8:30 AM, she was unable to provide evidencs of a UV R IV N b‘SL Owd
physician's on:!e’;l for lE‘he: res:,ld;:;:3 :1% - he aleo QNPT R 3 TdgAsh M
elf-administer the above me .
:ckncwiedgad the comprehensive assessment Gacy F¥RIN Q\'\Aﬂ% &)d\
did not accurately reflect the resident’s cognition. o) sl _Q aduranidt i
Record review revealed 1D #3 was admitted to ™Y M o) 1Ay
31}3 residence in October of 2024 with a diagnosls o LR &N
including, but not limited to, COPD. e O
Record review revealed ID #3's comprehensive o M&D‘h’\_{?\ i et \‘\JY \
assessment, dated 10/04/2025, revealed the
‘aciiiies Regulation s EMXD11
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5 250{ Confinued From page 7 8280 sy Oy é&k\”\"\w oo ] {33 -
resident does nol have the cognifive abiiity to m& '}Q é;« a.Sunin Ry A m(aweg
seff-administer his/her medications, Further b '
review revealed a self-administration svaluation R4 S o aosdet k_‘i,(i.k{
form, dated 10/04/2024, revealing the resident Q\ {3 {
self-administers hisier Budesonide inhaler and & G0 NP RN B o 8
oxygen,

‘The record further fafled to reveal a physician's MS)
order for the resident to self-administer his/her R QQ“\PM @/‘%
Budesonide inhaler and oxygen. (\}?.Lf& '
guring a surveyor interview with the Director of er mt\\M\J&‘ o3y 4

ursing (DON) on 11/24/2025 at approximately ¢ O RN
8:30 AM, she was unable to provide evidence ofa| | .| Choks T okl
physician's order for the resident to N TR (X TP
self-administer the above medications. She also R4 o |occnaods. ok s
acknowledged the comprehensive assessment A% reASINA
did not accurately reflect the resident's cognition. ﬂ&; vy RpeAdX C g Qones

~ Y plang Lotk
5 385, Residency Requirements 2.4.17.C Resident x V‘\ P \D’\
Assessment/Service Plans ans Ceop RSV R CRVTE WA N i0,
2.4.47 (C) Resident Assessment and Service ?(é LQ‘—‘L"-\& ot k‘}%mo&ﬁﬁ\o{-&j‘\ UJ
Plans qur.?\ ( WG O q\g‘{w{\
C. The Depariment-approved assessment form, e D MC) M E\ \C{*B 3
of such other assessment form as approved by
the Department, shall be utitized in completing .
the assessment on each regident who is admitted Bamniskrode™ o B
to the residence. (Approved Department form is Cag s -
avallable for downioading online at Buppenc S, Q (o~ v u\p(m,
: g ssessment/AssistedLivi _
oty S CmorhensiA Gospmass
' ’ oo 'LUW\S Gheniiyien
1. Assisted living residences not inten ing
use the Department’ s assessment form ﬁzﬂa}:t L WY § GEUEUN
submit their proposed assessment forms with a Lse)
caver letter of intent fo the Center for Health
Facilities Regulation as specified in §2.4.6(A) of
Facites Regumation
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ooz G S/ |4 &B«S

2. All assessment forms shall report
infarmation appropriate to determine compatibility
and compliance with the residency criterla, and
shall indicate that the resident ' s needs can be
met by the assisted living residence within its
licensure fevel, and shall gather information
appropriate for the development of an
individuslized setvice plan.

a. The assessment form shall be
designed to demonstrate compliance with the
assisted lving residence’ s crieria for residency.

b, The assessmeni form shall also be
designed to demonstrate that the assisted fiving
residence can meet the resident’s needs and
preferences.

3. The assessment form shall aiso be
designed fo provide information appropriate for
the development of an individualized service plan

Coe as3gssmatty Mo
LI G s &7
@-MQ,MF&M&\F\

& o bt doosasdos
W&%u\\%\-& mS’LGJJ\
Rt dak, JRETIGIn
ot ¢ TIPS
oL£uE+MmM
poprruay i o o
e, and abilshy

assedrnand Lo cm_c._gm*"\f;

==

in accordance with § 2.4.16(G)(1) of this Part. _
Y A X
\}:% ¥ sl G ¢ oN) {a\qug
This Requirement is not met as evidenced by: " Ui Choads Y SY-URNS ALY
Based on record review and staff interview, it has 4 (L
been determined that the residence failed fo o) are O AR
accurately reflect the resident's needs and
abilities on the comprehensive assessment for Cufre s '\35 > \\q\gf
two of three sample residents reviewed for ’
celf-administration of medication, Resident 1D #s &L LA Gxs) envoeosian
2and3. D D o i
Findings are as follows: Dn 1sieadec | Qoo \23\{"1 Bj—
During a surveyor Interview with Certified adtk o Tl a Ay
Medication Technician (CMT), Staff C, on e aopladre b adifeyiasd
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1122042025 at approximately 1:00 PM, she
revealed the following residents seff-administer
thelr medications.

1) Record review revealed 1D #2 was admitted to
the residence in April of 2024 with diagnoses
Including, but not fimited to: Type 2 diabetes
mefiitus, chronic obstructive pulmonary disease
(COPD), and asthma.

Record review reveated 1D #2's
self-administration medication evaluation, dated
04/25/2024, reveals the resident self-administers
his/her Albuterol and Brovana inhalers and

oxygen.

Record review revealed 1D #2's comprehensive
assessment, dated 04/25/2025, indicates the
resident does not have the cognitive ability fo
self-administer. Additionally, the assessment
indicates the resident has glucose monitoring, no
physician's order for glucose tnonitoring noted.

During a surveyor interview with the Administrator
on 14725/2025 at approximately 11:18 AM, she
was unable to provide evidence that the
comprehensive assessment accurately _reﬂected
the resident’s ability to self-administer his/her
above-mentioned medications and glucose
monitoring.

2) Record review revealed 1D #3 was admitted to
the residence in October of 2024 with a diagnosis
including, but not limited 1o, COPD.

rd review revealed 1D #3's
Seelfo-(;dministraﬁon medk:atio;; ev?iuation, dated
40/04/2024, revealed the residen
self-administers his/her oxygen and Budesonide

‘2

8385
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Record review revealed 1D #3's comprehensive
assessment, dated 10/04/2025, indicates the
resident does not have the cognitive ability to
self-administer his/her medications,

During a surveyor interview on 11/26/2026 at
approximately 11:15 AM with the Administrator,
she was unable to provide evidence that the
comprehensive assessment accurately reflected
the resident's abllity to self-administer his/her
above-mentioned medications.

S 418 Residency Requirements 2.4,17.G.3 Resident 5415
Assessment/Service Plan

2.4.47 (G)(3) Service Plans

3, The service pian shall be reviewed by both
parties at inlervals not to exceed twelve {12)
months and each fime a resident's condition
changes significantly and ail changes shali be
acknowledged in writing by both parties.

This Requirement is not met as evidenced by:
Basad on record review and staff interview, it has
hean deterrined the residence failed to
accurately record services and interventions
required for two of three sample residents
reviewed for medication administration, Resident
ID%s 4 and 2.

Findings are as follows:

During & surveyor Interview with Certified
Medication Techpician (CMT), Staff G, on
11720{2025 at approximately 1:00 PM, she
revealed fhe following residents self-administer
their medications.
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1) Record review revealed ID #1 was admitied to QuetannrheiSien o\ Al
the residence In July of 2023 with a diagnosls ( AR
including, but not limited to, lymphedema, GO SRS ATy B ]
Record revi led ID#1 hensi LA PIRAD W B
© review revedle ‘s comprehensive
assessment, dated 09/01/2025, revealed the B aartyor e headtid
resident has the cognitive ability to self-administer
histher (Cyanocobalamin} vitamin 812 injection. &S’SP\_SSC&-QJ@ N mm%l
Record review of [D #1's service plan, updated C‘Lj' @W +
08/08/2025, revealed the resident does not . ,
ot Semsiar medications, mdicating the service!/ | ol dhy e TRy doch
plan is Inaccurate. Q 4
W R fedtean donod o5
During & surveyor interview with the Administrator
on 11/25/2025 at approximately 11:15 AM, she \‘gf‘ PAAS st €k (s
was unable to provide evidence that the service S L
plan accurately reflected that the resident \53“ NESUMFLG W LS WL
self-administers his/her vitamin B12 injections. = (sl o }M_-.L&-ﬁ Gio\\\‘\'\zf
h
, 2) Record review revealed 1D #2 was admitied to - ol G vk as )
5 the rasidence in April of 2024 with diagnoses ’Dl ’J‘ “B(\C‘M
including, but not limited to: Type 2 diabetes AN | g— ahessgk) ol
mellitus, chronic obstructive pulmenary disease
(COPD), and asthma. Sal e add o docsmradtd
Record review revealed IDﬁ#z‘s o dated Qe FQ&«'«H l>'-\ \Ei'r\kc\ \2:6”
sel-administration medication evaluation, da
04/2512024, revealed the resident m kr SN G- T hqgm
self-administers his/her Atbutercl and Brovana M - 5
inhalers and oxygen. |3 " ‘3) \Bl L
Pl sirods- oo it
Record review of 1D #2's service plan, updated on * e 9 {B"
08/01/2025, falled lo reveal the resigent o Aol adFl or 46&1 eN
seif-administers his/her inhalers and oxygen.
Additionally, the service plan I'eve.ﬁ!:?n the Y Cornah st 4
resident does not seif-administer hisiner .
medications, indicating the service pian is e edfiosod BDen carndaciag
inaccurate.
‘aciikies Regulation ,
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During a surveyor interview with the Administrator
on 1172512025 at approximately 11:15 AM, she
was unable to provide evidence that the service
plan accurately reflected that the resident

selt-administers histher inhalers and oxygen.

s 560 Residential Gare Services 2.4.23.C Distetic
Sevices

2.4.23 {C) Dietetic Seivices

C. The food service in each residence shall
comply with the appropriate requirements of R.L
Gen. Laws Chapters 21-27 and 21-31, Part
50-10-1 of this Title, Rhode 1sland Foed Code,
and §uch other applicable statutory or reguiatory /
provisions. %

sHe ,)]{vwm&.s@ NN R n

NARNES WP P @mmca a9l

S 560

AodTeining v~ O &oos

o cOANG-Gh N &N o
= BN VPPN QNS\G\Q\
aidn Adrdn | 3odor
d—"ﬂ\ﬁf‘\%\‘?cﬁ‘"t‘&:\

W aec=a )

D adlfoak) & }JT,;&?;;?S

N 7 RS G I:S &y dsap
s
'g;i:e!;equirement is br;:at mt:it as evidregceq by: ”\j‘}f clag \~b+ o urxu-}\
on surveyor abservation, record review, N l .

and staff interview, it has been determined that AN Go) ém._d.j At s
the facility failed to comply with all appropriate .
standards of the Rhode Isiand Food Code relative Jloeickena i chn o oy
fo the main kifchen. _(;. o o Lo

.. ( LQ.(S. ANt
Findings are as foliows: S s e o
1, A) Record review of the 2022 Food Code J
published by the U.S. Food ;and {{)g;g Budas KD P
Administration Section 4-601,11 (C) stales in 4 ¥
part,”...non-contact surfaces of equipment shal docasnetod
be fres of an accumulation of...ather debris...” p N h(?&.}\’\ CONL NN \*\3“\\&3_‘
B) Record review of the 202 Food Code LA mskaliasd wedn
published by the {J.8. Food and Drug AN
Administration Section 4-901.11 Equipment and Seadd Al reon ¥
Utensiis, Air Drying Required states in part, tArLF o)

‘aciiies Regutation
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8 560 Co:znu:i Fr(:m pa?je 13 o Q}’{,ﬁ G\b\(’\ BN \\\5;; 1
» After cleaning and Sanitizing, Equipment and : c ]
Utenslis: {A) Shall be air-dried...” oo aes~ Lot ‘5()945? < 55&6—
C) Record review of the 2022 Food Code 1 Sressen &f‘ frata
published by the U.S, Food and Drug sl cold
Adglinistmtion Section 5-501.113 states in part, = SN
"...Receptacies and waste handling units for ,
Refuse, recyclables, and returnable shall be kept THS i oa@ibos enleessor \\\85/}37
covered:(A) Inslde the Food Establishment if the \ :
receptacles and units:{1) Contain food residue / ) f‘; Qm’\u_\. ~ey CLC‘LDO
and are not in continuous use..." @4’ k} du R okt
During a surveyor cbservation on 11/20/2025 at \“} P st drann
]
8:34 AM of the main kitchen the following was A\ + o 3
revealed: ‘;\j NENl AR N
- ytility cart in use, the bottom nof clean Lake ) \\:‘ ‘(L(\qu&\& ’
containing onlon skins and sticky scattered sugar Ny .
Srandios, dc\s:? sdFA L shae NG
-~ wall fan with an accumulation of dust, blowing in e ' M\LM ORIV
the direction of the food preparation area, \,}:&G-L S\\wy Lo~ 3 .
- 3 large clean pans stored undemeath a cabinet
with debris. M\ \ ‘\\U\‘\) dpoy f\\J_‘»\LS—‘Fd W
- can opener with black matter stuck to the blade. ‘:_LB-QV\U\& mm&W\J . N B
) e S 004”7
- in the reach-in refrigerator there was dried sticky AaNatYee
substance on the bottom shelf. \ -
f:d{\ AANBLA ke (e | RO
- 20 coffee mugs, stored wet. (’ o C} - 2T ]
&) Peryon B € VA Ya
- 16 juice cups, stored wet.
o stedd ¢ ¢ < Ladenmad
. the trash container was not covered, when not & - ‘
in use. V@G CeUIGH RS prN
During 2 surveyor interview following the above 2ofod '\%lb\kld’\ <3 ‘E\')\\u\ﬂ ;\B
observations Cook, Staff D, acknowledged the Moo o et a e d el
Taciiies Reguiation J -
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- O ke enonaatyn olio
following Items needed cleaning, the uliiity cart, ez -
the area where the clean pans were stored, the e flairety & - N
can opener blade, the freezer boltom shelf, and _ ' M% _
the wall fan. She further acknowledged the trash B S g D ST oS
container was not covered and did not have a I
cover for it, and the coffee mugs and the juice Ao AT AN O tw
cups were stored wet,
P faas QS—- e
2. A} Record review of the Rhode Island Food L
Code 2022 edition, Section 3-602,11 Food Vet cranas 000 i {\ab’t&ﬁ"
Labels, states In part,"..(8) Label information sovreod s o)
shall include: (1) The common name of the
food. " B Wo ks obissd o
1;:\\‘ ‘33!;!9& (Q‘SK}.—.J\‘ 3
B) Record review of the Rhode Island Food Code | ) b
2022 edition, Section 3-205.15 Package Integrlty, [(Y ;| Woaeyah od tosd
states in part, "FOOD packages shall be in good A %\j
condition and protect the integrity of the contents S N r\é,.
so that the FOOD is not exposed to \;3“:
ADULTERATION or potential contaminants...” A
.
Following the observations in the kitchen, this
surveyor went to the basement to observe the dry
storage area and additional reach-in freezers. =
The following was revealed in the dry storage (3(\,\ (J\G-Sn Q-\'DC“C\P dotad \\\33\53'
area:
+ ol
- 4 clear plastic bags, which looked like ,
breadcrumbs, without a label or date. A\ dot e COns PN !
- one, 16 oz (ounce) dented can of brown raisin e lend | e +~h\mm
bread. Badr wrpersBiately
- three, 108 oz dented cans of chili with beans. A 63&& Oy \pee B\g/
- one, 108 oz dented can of dark red kidney d&hp " A&.)\‘lv) Wx‘m
ans. .
bean Gunasy Yenrnad ety
- one, 105 oz dented can of {talian spaghetti Q% f\SL:Jqu
sauce,
Jciities Regulation
TATE FORM baad EHXDH ¥ continuation sheet 15 of 22



RI Deparment of Hesith

PRINTED: 12/04/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION
f X3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: A BUILDING: COMPLETED
_ ALRD1418 8, wikia 11/2512025
HAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3579 DIAMOND HILL ROAD
AUTUMN VI $ LIVIN
LLAASSISTED LIVING CUMBERLAND, RI 02864
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION %51
PREFIX {EAGH DEFICIENCY AMLSY BE PRECEDED BY FULL PHEFIX {EACH CORRECTIVE ACTION BHOULDR BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY}
S 560| Continued From page 16 § 660 %::.5 3 »
VRS Ay C a8 Cv&%)\_.

“aci

- one, 106 oz dented can of solid pack pumpkin.
- one, 108 oz dented can of rice pudding.

- seven sticky bags of Kool-Ald Twists.

- onhe, 16 oz opened box of medium shells.

gglue following was observed in Reach-in Freezer‘

- meats with freezer burn, no room for air
circulation,

- bottom 2 shelves with brown sticky matter.

The following was observed in Reach-in Freezer
#4

- bottom sheif pull out drawer, the top rim with
pieces of food.

on 11/20/2025 at approximately 12:00 PM, she
acknowledged the above cans wefe dented, the
meats in Freezer #1 had freezer burm and the
hottom 2 shelves had brown sticky matter, She
further could not provide evidence that Freezer
#4's bottormn shelf was kept clean.

S 635 Residential Care Services 24.26.A3.C

Medication Services
2.4.28 (A) (3) (C) Medication Services

fioensed nurse designated by the health care
facility, adult day care program, or assisted living

During a surveyor interview with the Administrator

¢. For the first three (3) months of employment, a
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residence, as appropriate, shall conduct and
document monthly evaluations (in accordance
with the evaluation checkiist on the Depariment
website) of a medication aide who administers
medication. After the first three (3) months, the
evaluation shall be conducted no less than
quarterly. Copies of sald evaluations shali be
placed in the medication aides’ personnel
records,

This Requirement is not met as evidenced by
Based on record review and staff interview, it has
been determined the residence failed to have a
physician or nurse supervisor conduct and
document evaluations of the Certified Medication
Technicians {CMTs) who are administering drugs,
and place a copy in the employes's persannel
record, for 3 of 3 CMTs reviewed, Staff E, F, and
G.

Findings are as follows:

1, Record review revealed Staff E was hired in
February of 2024, as a Certified Medication

Technician (CMT).

Record review falled to reveal evidence thata
monthly evaluation was conducted in March and
April of 2024, after the initial evaiuation on

02/28/2024.

2. Record review revealed Staff F was hired In
May of 2025, as @ CMT.

Record review falled to reveal evidence thata

BN+ Plnnstrodss
C edeoaning &0
&bmwé wd obd
W Tedo -
Qo= Nore o e
g{}} o Fualt Baaatheo
o F aolsoTiien) Q(‘Q:Q‘G_Q}
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monthly evaluation was conducted in July and
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August of 2028, afier the initial evaluation on
0811972025,

3. Record review revealed Staff G was hired in
Qctober of 2024, as a CMT.

Record review failed to reveat evidence that a
monthly evaluation was conducted In November
and December of 2024, after the initial evaluation
on 10/24/12024,

During an interview with the Administrator on
11/25/2025 at approximately 11:00 AM, she could
not provide evidence that the above-mentioned
staff had their monthly CMT evaluations
conducted, documented, and putin the personnel
records, as required.

8 640, Residential Care Services 2.4.26.8.1 Medication | S840
Services

2.4.26 (B) (1) Administration of Medications

1. Residences licensed at the M1 level may
administer medications to residents Including, but
not limited to, removing medication containers
from siorage, assisting with the removal of a
medication from a cantainer for residents with
disability which prevents independence in this act,
and/or administering the medication directly to the

resident,

a. The resident or guardian must provida.
written authorization for the residence to provide
administration of medications.

b. Medications shall be administered in
accordance with written orders of a physician.
The residence must provide in writing, 2

‘acilities Reguiation o0
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Continued From page 18

description of services provided by the resldance
to each physician, including limitations on service,

¢. All medications must be checked against a
physiclan’s orders by a licensed nurss, or
pharmacist,

d. The resident must be identified prior to
administration of any medication,

e. The medication must be in the original
pharmacy-dispensed container with proper label
and directions attached and be administered in
accordance with such abet,

f. Injectable medications, including but not
limited to Insulln, which cannot be
self-administered by the resident, must be
administered by a licensed nurse.

g. There shall be written a policy/procedure
for the disposal of hypodermic needles, syringes
and other such Instruments that is in compliance
with Part 20-15-6 of this Title, Hypodemmic
Needies, Syringes, and Other Such Instruments.

(1} The legal destruction of hypoderrpic
needles, syringes or other such instruments is the
responsibilily of the last entitled or authorized

possessor,

{AA) Al personnel or residents legally
authorized to use disposal syringes and needles,
shall destroy them after one (T) use.

(BB) Excess and undesired needles,
syringes and othar such Instruments shall be

in impervious, rigld, puncture-resistant
cs;?artaa?ner forpdfsposal, intact needles shall be

8 640
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Continued From page 18
placed directly Inta the collection containers,

(CC) Personnel handling disposal
waste materials such as needies, syringes, and
other such instruments may treat and destroy
such waste by a DEM-approved alternative
treatment/dastruction technology or prepare the
regulated medical waste for off-gite transport by a
DEM-permitted medical waste transporter,

h. individual medication records must be
refained for each resident to whom medications
are being administered and each dose
administered to the resident must be properly
recorded,

i. Any medication administered by the
residence and refused by a resident shall be
documented and reported, as appropriate.

i. Medications shall be stored securely and in
such a manner to prevent spoliage, dosage
errors, administration ercors, and/or inappropriate
access. Provisions for safe storage may include
iockable containers, secure spaces, or lockable
units, as appropriate to the residence and the
resident population,

k. All medication in the residence, regardiess
of whether controlled by employees or by the
resident, shall be stored securely as stated In §
2.4.25(A)(3){2)(B) of this Part.

I. All centrally stored medications shall be
maintained in accordance with manufaciurer’ s
labeling and administered by authorized
personnel,

5640
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This Requirement Is not met as evidenced by: a0

Based on surveyor observation, record review, 48 masés)
and staff Interview, it has been determined that Preethbuf of .
the residence failed 10 ensure that medications % {3‘1 - PP oHexhys
shall be stored securely and in such a manner to }
prevent spoilage, dosage errors, administration - s eptroThee ks
errors, andlor Inaporopriate scoess for the -
singular medication cart and the overfiow carl At e ) Qe +
observed. e \ Lels « Wik e osdshlal | \(Eﬁf
Findings are as follows: 'y 3/ ek cohehn csnalsFes)
1. During a surveyor observation of the . é -
medication cart on 11/20/2025 at approximately Qf\ el Ay e asdasd o :F‘
1:00 PM, the medication cart ravealed the A . _
foliowing; .\““};‘» A Xpord Qdﬁ""d [RE PEA
- a botle of Acetaminophen 500 mg (milligram) o s AdSeeton w b
tablats, discard after 0823725.
Ladl O L
- & bottle of Complete multivitamins adult 50 plus, '
no direction for use, as required. 'P\%w&-kd PTRTAS T
- @& bottle of Collagen 1000 myg iablets, no l}k. Qﬁ‘l’v!t&dzm 4

direction for use, as requirad,

\f\kojkuw\ic;l\&&,\\t e s
2. A surveyor observation of the overflow cart

revesled the following: o **N:%ul 0:‘*023**5
»ambaofanckﬁexgdapaste.nolabelordm (‘Qq‘hu_‘xr\\w‘s Qo
for use, as required.

Assdad
Foliowing the above observations at ‘
approxknatew ly 1:30 i‘v’l\aﬂﬂ,r Cmfaﬁedc i Medicatioﬁt: /RM\MM LaJan g’
Technician (CMT), Staff C, acknowledged the T
Acetaminophen bottie should have been S m%g Covazit”
discarded, and that the multivitamins and the Seoghanreids Wil sl et D
Collagen tablets did not have directions for use, o Bila) rca ot

%, gciiBes Reguistion P
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She further acknowledged the tube of Zinc Oxide _ |

did not have a label or direction for use. Q\_LLS\\C% Lo o NUAS WA D

During a surveyor interview with the Administrator T AL O hus. &\) (VA _

on 11/21/2025 at approximately 200 PM, she \\W

was unable to provide evidence the -

above-mentioned medications were stored /_P] Lr\\b M

Securely and in such a manner io prevent (y_:ﬁ_tka ey ‘Qb r

spoilage, dosage errors, administration errors, .

and /or inappropriate access, as required, / % ’R% VA M,\+}\K;j

b/ é Busd i} vu_ad
’% s djaoclh Wl
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N > Vel gy Ckuu.ﬂ
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An unannouriced complaintfincident Investigation
survey, ACTS reference nuimbers 102435, was
conducted at this residence on 1472012025
through 117262025 to determine compliance with
state regulations. No deficlencles were identified.
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