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Administrative Management
2.4.13 () (2) Personnel Records

2. Said personnel records shall be reviewed and
updated at intervals not fo exceed twelve (12)
months and shall include, but not be limited to, all
of the following components:

a. Completed job application and/or resume; |

b, Written statements of references or
doctimentation of verbal reference checl;

&, Written: functiona! job descriptions;

{1) These descriptions shall be updated
atintervals not to exceed twelve { 12) months and
shall include, but not be limited to, minimal
qualifications for the position, major duties and
responsibiliies, and shail be signed and dated by
the individual employee.

d. Evidence of credentials, current
professional ficensure and/or certification;

e. Documantation of education and/or
contitwing training, including contimuing education
units (CEUS) related to administrator certification,
food management, ete., medication
administration, and dementia care;

T, Documentation of attendance at in-serviee
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5 003 Initial Comments 5003
A State licensure survey and a complaint survey
were condusted at this facility on 10/29/2025
through 10/30/2025. Deficiencles were identifiad
relative (o the State licensure survey, Wyndemere Woods has pr ocesses
to ensure all proper documentation
5220 Organization And Management 2.4.13.1.2 8220 is in place prior to an employee

beginning their first shift. There was
a lapse in policy regarding
documentation surrounding a
prarnotion, demotion, or other
change in job titles, An internal
policy has been added to the
‘employment policies' section of our
policies and procedures manual that
necessitates employee files undergo
a comprehensive review from
Administration, ensuring all
necessary documents —including
job description —-are in place prior
to scheduling in any new position,

Date of Full Compliance:
11/3/2025
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training and/for orientation;

g. Documnentation of at least one (1)
petformance evaluation at intervals not fo exceed
twelve (12) months,

h. Sighed copy of employse ' s awareness of
resident ' & rights;

1. Resutts of the criminal record (BCI) check,

This Requirement i not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence failed to ensure
personnel records contained all of the required
components for 2 of 2 new hires with a change In
fob title, Steff Aand B.

Findings are as follows:

The following personnel records failed to reveal
evidence of a signed copy of the employee's job-
description whan changed.

1) Record review of Staff A revealed # hire date of
B6/23/2025. This employes was hirad as a distary
employee and promoted to Nursing Assistant
(NA) on 8/5/2025,

2) Record review of Staff B revealed & hire date
of 7/8/2025. This employee was hired as a distary
employee and promoted to NA on 8/5/2025.

During a surveyor interview on 10/29/2025 at
12:00 PM, the Executive Director acknowledged
the above staff did not have ail of the requlred
dotumentation.
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following physicisn's orders for 2 of 3 residents
reviewed for self~adminiztration, Resident 1D #s 1
and 2,

Findings are as follows:

Moshy's 4th Edition, Fundamentals of Nursing,
page 314 states, "The physician is responsible for
directing medical treatment. Nurses are obligated
to follow physician's orders unfess they believe
the orders are In error or would harm the clients.”

1} Recard review revealed Resident ID #1 moved
into the residence in October of 2023 witha
diagnosis including, but not limited to,
hypertension.

Record review of the resident's comprehensive
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. & 250 All annual and comprehensive
8 2560, Organization And Mar}agement 2414.A assessments will document
Management Of Services cys . "
cognitive capacity to self-administer
2.4.14 (A) Management of Services medications or lack thereof,
A Each rasid nell provid ) " Administrator and DON will be
. Each residence shafl provide services wi . ;
adequate professional and ancillary employees res;:-)onsli.)!e for ensuring these
and in sccordance with applicable state law, designations are correct prior to
Furiher, the residence shall assure that ail endorsing each assessment, A flaw
B e Somaisiont it e requremonts in self-administration
er a ] . .
herein. The residence shall provide all care and documentation within our MAR was
services to all residents in accordance with the addressed directly with our
prevailing communi ty standard of care. pharmacy, which ensures all current
and future self-administration orders
‘This Requirsment is not met as evidenced by: are notatad as such within the MAR.
Based on record review and staff interview, it has : (\6_) DON will provide redundancy to this
baen de;ermir)ed t?a msldgnce fa“ﬁﬁ ttl? provide \§\ system by manually reviewing all
eara and servicas In accordance with the imlebrati
- : - - ration o ns
prevailing community standard of care relative to Q/ self-administ rdefs to ensure

MAR is properly documented. DON
will provide written request for self-
administration of medications to
providers who will return signed
self-administration orders for
placement in chart. Lastly, self-
administration will be added as an
item to our quarterly quality
assurance to ensure all self-
administration documentation is
reviewed by Administration once
per quarter.

Date of Full Compliance:
11/18/2025
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aseessment, dated 10/16/2025, revaaled fhe
resident does not have the cognitive abilily to
self-administer.

Record review of the resident's physician's orders
failed to reveal an order to self-administer his/her
Fluticasore-Sahmetersl inhaler and Albuterol
inhaler.

During  surveyor interview with the Director of
Weliness {DOW) on 10/30/2025 at approximately
11:45 AM, she was unable to provide avidence of
a physiclan's order for the resident lo
seif-administer the above medications.

2) Record review revealed Resident |D #2 moved
into the residence in Janusry of 2022 with a
diagnosis including, but not limlted to, chronic
pbstructive puimonary disease.

During & surveyor observation of the resident's

robm on 10/30/2028 at 12:30 PM a Flulicasone
inhaler, an Albuterol inhaler, and a Fluticasene

nasal spray were gbsatved.

Record review of the resident's physician's orders
failed fo reveal an order io self-administer hisfhar
Fluticasone nasal spray and inhaler and hisfher
Albuterol inhatler.

During a surveyor interview with the DOW
following the observation, she was unabie to
provide evidence of a physician's order for the
resident to seif-administer the above medications.

§ 390 Residency Reguirements 2.4.17.D Resident
Assessment/Service Plans

2.417 (D) Rosident Assessments and Service

B 260

S 380
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D. The assessment shall be reviewsd and at
intervals not to exceed twelve (12) months and
gach time & resident's condition changes
significantly.

This Requirement is not met as evidenced by:
Based on surveyor observation, record review,
and staff interview, it has been determined that
the residence falled to update the comprehensive
assessment each $me a resident's condition
changed significantly for a singular resident
reviewed for outside services, Resident 1D #1 and
for 2 of 3 residents teviewed for
selfadminiztration, Resident 1D #s 1 and 3.

Findings are as follows:

1) 2. Record review revealed Resident D #1
moved inta fhe rasidence in October of 2023 with
a diagnosis including, but not limited to,
hypertension.

Review of the completed entrance conference
resident sample form revealed that Resident ID
#1 is recelving physical therapy for strengthening.

Record review of the resident's physical therapy
notes reveal that the resident started therapy on
10/10/2025.

Record review of the comprehansive
assessment, dated 10/16/2025, falled to reveal
the resident is recelving physical therapy.

b. Furthar review of the assessment reveals the
resident neads medication administration, the
resident does not have the cognifive ahility 1o

self-administer his/her imedications.

s
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All annual and comprehensive
assessments will document
cognitive capacity to self-administer
medications or fack thereof.
Administrator and DON will be
responsible for ensuring these
designations are correct prior to
endorsing each assessment.
Administrator and DON will be
responsible for ensuring these
¢lesignations are correct prior to
endorsing each assessment. A flaw
in self-administration
documentation within our MAR was
addressed directly with our
pharmacy, which ensures all current
and future self-administration
orders are notated as such within
the MAR. DON will provide
redundancy to this system by
manually reviewing all self-
administration orders to ensure
MAR is properly documented. DON
will provide written request for self-
administration of medications to
providers who will return signed
self-administration orders for
placement in chart.

(continued on next page)
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Lastly, self-administration will be

Record review of théa Mini-Mental State ed added as an item to our quarterly

Examination form, dated 10/16/2025, revealed a . 3

score of 27 out of 30, indicating intact cognition, quality assurance to ensure all self

administration documentation 1s

During a surveyor interview with Cerilfied reviewed by Administration once

Medication Technician (CMT), Staff C, on per quarter.

10/30/2025 at approximately 10:00 AM, he

revealed the resident self-administers his/her )

Fluticasone~Salmeterol inhaler and hisfher All Service Plans, 90-Day

Albuteral inhaler. [ | Assessments, and Initial &

& Comprehensive Annual

During & surveyor interview with the Director of ™ . )

Wellinass (DOW) on 10/30/2028 at appraximately 1}\ Assessments will document outside

11;45 Al she could not provide evidence the J services with admission and

comprehensive assassment form accurately
reflected the resident's receipt of outside
servicas, Additionally, she revealed the
comprehensive assessment was inaccurate as
the residant has the copnitive abllity to
self-administer the above-mentioned inhalers,

2) Record review revealed Resident 1D #3 moved
into the residence in Oclober of 2024 with &
diagnosis including, but hot limited to, chronic
ohsalructive pulmonary disease.

During a surveyot interview with Certified
Medication Technician (CMT), Staff €, on
10/30/2025 at approximately 10:00 AM, he
revealad the resident self-administers ha/her
Ventolin inhaler.

Record review of comprehensive gssessment,
dated 10/16/2025, reveaied that the resident does
not have the cognitive ahilily to seif-administer
his/her medications.

During a surveyar interview with the DOW an
10/30/2025 at approximately 11,45 AM, she could

discharge dates. Furthermore, these
same documents will be updated
with any significant change in
condition.

Pate of Full Compliance:
11/18/2025

Facllities Regulatian
STATE FORM
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Aszsessmoent/Service Plan
2417 (G)(R) Service Plans

3. The service plan shall be reviewed by both
parties at intervals not to exceed twelve (12)
months and each fime a resident's condition
changes significantly and all changes shall be
acknowledged in witing by both parties.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
baen determined that the residence failed to
update the service plan each time a rasident's
condition changed significantly for a singular
resident reviewed for outside services, Resident
1D #1 and for 2 of 3 residents reviewed for
self-administrafion, Resident 1D #s 1 and 3.

| Findings are as follows:

1) a. Record review revaaled Resident ID #1
moved into the residence in October of 2023 with
a diagnosis Including, but not limited to,
hypertension.

Review of the completed entrance conference
resident sample form revealed that Resident (D
#1 is receiving physical therapy for strengthening.

Record review of the resident's physical therapy
notes reveatthat the resident staried therapy on
10/10/2025.
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not provide evidence that the comprehensive assessments will document
assessment accurately reflected the resident's cognitive capacity to self-administer
ability to self-administer hisher medications. medications or lack thereof.
' . ) Administrator and DON will be
S 418, Resldency Reguirements 2.4.17.G.3 Resident 5415

responsible for ensuring these
designations are cofrect prior to
endorsing each assessment.
{Duplicate from 5250).
Administrator and DON will be
responsible for ensuring these
designations are correct prior to
endorsing each assessment. A flaw
in self-administration
documentation within our MAR was
addressed directly with our
pharmacy, which ensures all current
and future self-administration
orders are notated as such within
the MAR. DON will provide
redundancy to this system by
manually reviewing all self-
administration orders to ensure
MAR is properly documented. DON
will provide written request for self-
administration of medications to
providers who will return signed
self-administration orders for
| placement in chart.

2y, /2~

{cantinued on next page)
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Record raview of the service plan, dated Lastly, self-administration will be

144442024, failed to reveal the resident is added as an item to our quarterly

receiving physical therapy. , quality assurance to ensure all self-

b. During & surveyor interview with Certified administration documentation is

Medication Technician (CMT), Staff G, on reviewed by Administration once

10/30/2025 at approximately 10:00 AM, he per guarter.

revealed the resident self-administers hisiher

Fluticasone-Salmeterol inhaler and his/her /

\WP All Service Plans, 90-Day

Albutero! inhaler, -
: " | Assessments, and Initial &

Record raview of the service plan failed to reveal {V Comprehensive Annual Assessments

the resident seif-administers hisfher will document outside services with

Fluticasone-Salmetero! inhaler and his/her dmissi d di d

Albuteral inhaler. admission and discharge dates.
Furthermore, these same documents

During & sur\g%t;r interview with the Director of will be updated with any significant

Weflness (D on 10/30/2025 at approximately . i

11:45 AM, she could not provide evidpenca the change in condition.

sarvice plan accurately reflacted the resident's

recelpt of outside services. Date of Full Compliance:

11/1
2) Recard raview revealed Resident ID #3 moved /18/2025

into the residence in Oclober of 2024 with a
diagnosis including, but not limited to, chronic
obstructive pulmonary isease.

During & surveyor inferview with Certified
Medication Technician (CMT), Staff C, on
10/30/2025 at approximately 10:00 AM, he
revealed the resident self-administers his/her
Ventolin inhaler.

Record review of the service plan, dated
10/16/2025, failed {o reves] the resident
self-administers hisfher Veotolin inhaler.

During a surveyor interview with the DOW on
10/30/2025 at approximately 11:45 AM, she could
| not provide evidence that the service plan

Faclities Regulation
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G. The food sarvice in each residence shall
camply with the appropriate requirements of R,
Gen. Laws Chapters 21-27 and 21-31, Part
50-10-1 of this Title, Rhode Island Food Code,
and such other applicable statutory or regulatory
provisions,

This Requirament is not met as evidenced by:
Based on surveyor observation, record review,

and staff interview, it has been determined that {
the facility falled to comply with all appropriate \\/
standards of the Rhode [sland Food Code relative| .~ N\

to the main kditchen. \LV

Findings are as follows:

1) Record review of tha 2022 Food Code

published by the U.S. Food and Drug

Adrninistration Section 4-601.11 states in part,

" .nonfood contact surfaces of equipment shall

zebk@pt free of an accumulation of dirt...and other
ebris.,."

During a surveyor observation on 10/29/2026 at
#0858 AM of the main kitchen, in the presence of
the Food Service Director (FSD), the following
was revealed:

- hood slats with a heavy accumulation of debnis.

previously scheduled twice per year,
This schedule will be increased to
three times per year. Additionally,
kitchen staff will be responsible for
adherence to a monthly Internal
cleaning schedule for both the ice
machine and the kitchen hood
which will ensure there is nevera
significant accumulation of debris
and/or substances. Both pieces of
equipment will be accompanied hy
a cleaning log to be completed by
kitchen staff during each regularly
scheduled cleaning. These items will
be added as a point of conversation
to all future quality assurance
agendas so that kitchen equipment
cleaning schedules are revisited by
manhagement at least once per
quarter.

Date of Full Compliance:
10/31/2025

SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORRECTION 6}
o é’;‘%‘é’m i+ csun(EACH DEFICIENGY MUST 8F PRECEDED BYSFULL PREFIA.: | 2~3 (EACH CORREGTIVE #CTION SHOULD BE ocm_.ém
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§ 415) Continued From page 8 S 415
acourately reflacted tha resident's abllity fo
seff-administer hisfher Ventolin inhaler,
$ 560 Residential Care Services 2.4,23.C Dietetic 5 580 ) )
Services A comprehensive professional
) . kitchen hood cleaning was
2.4.23 (C) Dietetic Services

£acliles Regulatien
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& 560| Continued From page 9 8 560

- ite machine with an accumulation of black
substance along the inner, upper tight side.

During a surveyor interview following the above
obsetvation with the FSD, he was unable o
provide evidence of a system for cleaning the
hood slats and ice machine. Additionally, he
acknowledged the hood slats and ice machine
needed aleahing, '

2) Record review of the 2022 Food Cade
puktished by the U.S. Foad and Drug
Adrministration Section 5,501.113 states in part,
"aceptables and waste handling units for
refuse...shall be kept covered...”

Additionzt surveyor observation following the
above, revealed a trash container that was
uncovered when not in use. The FSD
acknowledged the lid was off and revealed it
should be covered,

S 840 Recidential Care Services 2.4.26.B.1 Medication 2640
Bervices

9.4.26 {8) (1) Administration of Medications

1. Resldences licensed at the M1 level may
administer medications to residents including, but
not limited to, removing medication containers
from storage, assisting with the removal of a
medication from a container for residents with
disabilily which prevents independence in this act,
and/or administering the medication directly to the
resident.

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

%acﬂiﬁes Ragulation

if continuation sheat 10 of 14

+



PRINTED: 11/U7/2026

FORM AFPRCVED
Rl Department of Healh
STATEMENT OF DEFIGIENGIES ()(1} PROVIDER/SUPPLIERIGUA X2 WULTIPLE CONSTRUCTION (9) PATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMRBER: A, BUILDING: COMPLETED
ALR0O1289 B, WING 10/30/2025

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, $TATE, ZIF COOE
1044 MENDON ROAD

b, Medications shall be administered in
aceordance with written orders of a physician.
The residence must provide in writing, 2
description of services provided by the residence

to each physician, including limitations on service.

¢, All medications must be checked against 8

physician's orders by a licensed nurse, or
pharmacist,

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

&, The meadication must be in the original
pharmacy-dispensed container with proper label
and directions attached and be administered in
accordance with such label,

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

g. There shall be written a policy/procedure
for the disposal of hypadermic needles, syringes
and other such instruments that is in compliance
with Part 20-15-6 of this Tile, Hypodermic
Needles, Syringes, and Other Such Instruments.

{1) The legal destruction of hypodermic

neadles, sytinges or other such mstruments is the

responsibility of the last entitled or authorized
pOSSessOr.

{AA) All personne! or residents legally

authorized to use disposal syringes and needles,
shall destroy them after one (1) use.

| procedures now necessitate a

WYNDEMERE WOODS WOONSOCKET, Ri 02885
(¥4} 1D . SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF CORRECTION {X6)
1 “HPREFIX (EACH DEFICIENDY MUST BE:PRECEDED BY FULL st |, SPHEFX 1 XV EACHICORRECTIVE ACTION SHOULD BE: » | COVELETE
T aAe REGULATORY DR L3 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE UATE
DEFICIENCY)
5 640| Contlnued From page 10 5640

Wyndemere Woods' internal policies
and procedures have been
overhauled to improve medication
administration within our
community. Improved policy and

monthly audit of the primary med
cart. Additionally, any expired
medications will be transferred to
the overstock medication cart for
disposal. RN will adhere to monthly
expired medication destruction
schedule and endorse physical log.
Signage has been placed on
medication refrigerator designating
that the unit is designated for
medication storage only.

Date of Full Compliance:
10/31/2025

Facities Regulation
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(BB) Excess and undesired needles,
ayringes and other such instruments shall be
stored in impervious, rigld, punctureresistant
container for disposal, Intact needles shall be
placed directly Into the collection contalners,

(CC) Personne! handling disposal
waste matetiale such as needles, syringes, and
sther such instruments may ireat and destroy
such waste by a DEM-approved altgrnative
treatment/destruction technology or prepare the
regulated medical waste for off-site transport by a
DEM-permitted medical waste {ransporter.

h. Individual medication records must be
ratained for @ach rasident to whom medications
are being administered and each dose
administered to the resident must be properly
recorded.

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

i. Medications shall be stored securely and in
such a manner to prevent spoilage, dosage
errors, adminisiration errors, and/or inappropriate
access. Provislons 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, regardless
of whether controlled by employees or by the
resident, shall be stored securcly as stated in §
2.4.25(AX3)(a)(B) of this Part,

|. All centrally stored medications shall ba
maintzined in accordance with menufacturer ' s

1044 MENDON ROAD
WYNDEMERE WOODS WOGNSOCKET, RI 02898
X4y 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN DF CORRECTICN 6
PREFI . (DAGH DEFIGIENCEMUSTAE PRECEDED BY FULL PREFIX |¥  (EACH CORRECTVE ACTIONSHOULD BE 335 -OMPLETE
TAG REGLLATORY DR LSG IDENTIFYING INFQRMATION) TAG CROSE-REFERENCED TO THE APPROFRIATE DATE
DEFICHENGY)
% 640| Continued From page 11 3640
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labeling and administered by authorized
personnel.

This Requirement is not met as evidanced by:
Rased on surveyer chservation, record review,
and staff interview, it has bean determined that
the residence failed to ensure that madications
shall be stored securely and in stch a manner to
prevent spoilage, dosage errors, administration
errors, and/or inappropriate access for two
medication carts ebserved and the medication
refrigerator,

Findings are as follows:

1) Resident 1D #1's Medication Administration
Record indicates the resident is prescribed the
foliowing medication, Miralax (used to treat
constipation). Take 17 grams by mouth dally as
needed,

During a surveyor observation of the medication
cart on 1073072025 at 10:00 AM, in the presence
of the Certified Medication Technician (CMT),
Staff C, revealed the Miralax for this resident was
unavaitable.

Further observation of the medication cart
revealed polyethylene glycol with an gxpiration
date of 8/23/2025 and Miraiax with an expiration
date of 07/2024. Skaif C acknowledged these two
medications had expired.

2) During & surveyar observation of the overfiow
medication cart on 10/30/2025 at approximately
10:20 AM, in the presence of Staff C, the
following was revealed:
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- 2 boxes of Budesonide inhalation suspension
with discard dates of 4/2028 and 5/2025
respectivaly. :

- Debrox ear wax with an expiration date of
1202025,

- Zyrtec allergy bottle with an expiration date of
112025,

- Equate motion sickness with an expiration date
of 6/2025.

- lich relief craam to discard after 4712172026,

- Trazodone 50 myg tablets to discard after
7/30/20285,

- Citracal Plus D3 with an expiration date of
6/2025.

- B Complex hotfle with an exphration date of
12025,

- Slenna Plus with an expiration date of 7/2024,
- Furosemide to discard after 5/27/2020.

Puring a surveyor interview with Staff C following
the nbsetvations, he acknowledged the above
medications had expired and should have been
discarded,

3) Duting a surveyor observation of the
medication refrigerator on 10/30/2028, In the
presence of Staff C, revealed grapes. Following
tha ohservation, Staff C, acknowiedged food
should not be stored in the medication
refrigarator,
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A complaint investigation survey, ACTS reference

number 101689, and a State licensure survey

ware conducted at this facility on 10/29/2025

though 10/30/2025. No deficiencies were

idenfitied relative to the complaint survey.
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