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S 003 Initial Comments $003-
Evergreen assisted Living
An unannounced complaint/incident investigation POt Q@ .
survey, AGTS reference numbers 99106 and February 5, bo2s @@ﬂf@
99317, was conducted at this residence on _ Addenduln oo
21512025 to determine compliance with state . 5535 MAH 1/ 5 252
regulations. A deficigncy was identified. ; _
oL Alfultfime / part time staff have certain @ #kiie
R : e . " oo : Tasks t¢ comiilete with Resident € =y
55835 Residential Care Services 2.4.22 Housekeeping | 535 - o me;eg;?ngf ith Resident cire sarvice cn,
. 2 Adllstaif Hava designated rooms on their assianments
2422 Housekeeping Fol fight housekeeping fu\‘%es which include:
The residence shall mamtam a comfortab!e safe A Cleanup any sofled areas in the roem at that time.
clean, sanitary and orderly envifonment, free of Resident’s iauery and bedding i launderad by staff
litter, rubhssh -and offensive odors, 00 3 weekly schidule.
Bl Al daily ck.amné for staff includes all kKitchen dutias
Rotating schedule was made o keep on task, o
This Reguifernent is not met as evidenced by: “  [onmactar, Arthur Lavaie was scheduled for 3/10/25
Based on surveyor observatnon record review, Ta repiace the gntiré floor i the fult bath on 2% figar,

\ Worlcwas completed 3/18/2075, {see attached piciures)
and staff and resident mtemews it has been N Quote was obtained and approved far 2% floor hallway,
determined that the residence failed to mgmtam LI Fsimated start date 4/7/25, To be completedn 5.7
comfortabie, safe, C]ean samtary. and or erly Ot\ desiness days dépending on material availabitity,
environment, retatwe to one of six bathrooms Di  Room # 11 was deep claanied after resident was discharged,
ohserved and pest control services. esident had 3 change in raental status and was accusing

S _ Faople/staff frorlu stealing items from his roem, interfering
Findings are as follows: With room upkeep.
£, Adintenance staff are on call 2447 for emefgencies, apd
A complaint received by the Rhode Island Vork orders aré ischeditted through a ticket system,
Department of Health-on 1/8/2025 indicated the Pl BAL is contracted with “Don’t Bug Me” for pest cantrol whith
residents at this facility had concerns about the Comes every 3 months. Last visit 2/11/25 at which time mre “§
Mouse traps were sef. Arrangement was mads for pest
d.
lack of housekeeping services being provide dontrolto come monthly for Radents untl s ras ooty
esolved,
A Suweyor observation on 2/5/2025 at 8:30 AM, Svery 3 months fh bed bugs. (New contract included)
in the presence of the Administrator, of one of : :
three hathrosms on the second floor révealed the Y3, Anafidit onal Suniday was added to heusekeeping services that
foiEcwmg ’ Are ghreddy in place, MW, F and Sunday,
CCA iz lopking into ddding mopping floors
Six detached/damaged floor tiles adjacent to the in tr{e resident’s bedraasms In the current contract.
shower stall. This would present a safety/hazard A& Adminlstrstar will do daily and weekly walk through
risk to the thirfeen residents on the second fioor, - Ofalarens Affected in this POC,
who may use the shower in this full bathroom. g - - O
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Due to this uneven surface area, there weuld be
an increased risk to residents with impaired

mebility and a surface area which promotes
bacterial growth.

B. Surveyor observation on 2/5/2025 at 9:45 AM,
in the presence of the Administrator, of one of ten
resident rooms on the second floor revealed the
following:

Observation of ane of two resident i
beds/mattresses in room #11, found several | f
mouse droppings on the mattress. The §
Adrministrator states this room is. currently |
unoceupied, as the lone resident in this room:
recently admitted to the hospital, with an,
uncertain return date to this facility.

| was

Further review of the January, 2025 staffing
schedule failed to reveal any maintenance staff,

During an interview on 2/6/2025 at approximately
2:15 PM, the Administrator indicated the facility
was waiting for an approvai for a contractor to
repairfreplace the floor tiles.

Additionally, the Administrator stated the pest

-control contractor was unable to service this

faciiity recently.

Review of a pest control billing statement, dated
111512024, indicated the ast quarterly service was
for bed bugs, did not include rodent control, and
had occured on 10/1/2024.

The Administrator was unable to provide any
evidence of pest control services to this facility
since 10/1/2024.
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