PRINTED: 11/03/2025

Assessmant/Service Plans

2.4,18 (E) Resident assessments and Service
Plans

E. In the event a resident has an admission to a
health care facility and is scheduled 1o return to
the residence without a significant change in
status, then the assessment shall be updated
within five (5) working days of readmission,

1. In case of an emergency admilsslon, the
required assessment shall {ake place within five
{5} working days and shall include the following:

a. An immediate admission necessitated

by natural disaster, crisis, or threat to public
safety at another licensed assisted living

residence, Independent living situation,
community residentlal facllity, or private
residence;

b. An Immediate admission necessitated |

by the unanticipated incapacitation of the primary
caregiver of the person to be admitted;

¢. Conditions or circumstances
warranting emergency admission and as
approved by Center for Health Faciiities
Regulation staff within forty- elght (48) hours.
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An uhannaunced, blennial State Licensure stiivey
and a complaintincident Investigation survey
(GGNW11, 10/17/2025) were conducted at this
residence. Deficlencies were identified relative to . @
the State Licensure survey. acele
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This Requirement is not met as evidenced by:
Baged on record review and staff interview, it has
heen determined the residence failed to ensure
that the residents comprehensive assessment
was updated within five (5} working days of
readmission from admisslon to & health care
facility for the singUlar resident teviewed for
readmission, 1D #1.
Findings ate as follows:
4
Record review revealed Resident ID #1 was, \'ﬂ" L
admitted to the residence in May of 2023 with a Q—)‘) S} 5370
diagnosis. that includes, but is not limited fo, ' -
vascular dementla. \\\‘ Although the nurse completed a H~R.7¢
, ) comprehensive service plan on
Record raview revealed sthe was hospitalized oh 17/16/25 with a.detail :
7110/2025 related to falling twa fimes within an e n’ urse wil ol ,2' ed update,
elght-hour time frame. Additional record review : @ Wil also e sure to
revealed s/he returned to the residence on Update the resident’s
1 716/2025, ‘comprehensive assessment
. ; o within fi ' it 5
Record review revealed the last comprehensive readmi w.e ) Worklng_.da.ys of
| mssessment was completed on 6/21/2026, failing readmission from admission to a
to reflect that an assessment was complated prior health care facility. The riurse will
t'o_or within ﬁve_working days from readmission fo ;,ﬂag al.l residents who are.
| the residence on 7/16/2025. admitted to a health care facility.
During an interview on 10/16/2025 at 11:45 AM '
with the Director of Nursing Services, she was
-unable to provide evidence that a comprehensive The Administrator will
-assessment was completed prior to of upon . e e ti-21-2¢]
readmission fo the residence within five working -Incerporated the fifidings in $370 I-elrest
days. iinto the QA Program, L
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§ 490! Residential Care Semvices 2.4.21.C Distetic 8 490
Services

24,21 (C) Dietetic Services

C. The food service in each residence shall
comply with the appropriate requirements of R..
Gen: Laws Chapters 21-27 and 21-31, Rhode
Isiand Food Code {Part.50-10-1 of this Title), and
such other applicable statutary or regulatory
previsions.

This Requirement is nof met as evidenced by;
Based on surveyor observation and staff
interview, the residence failed to comply with the
appropriate requirements of the Rhode Island
Food Code related to the main kitchen.

Findings are as follows:

1. Record review of the 2022 Foud Code
published by the U.S Food and Drug
Administration Section 2-402.11 states in pari,. @

| 8490

“...food employees shall wear hair restraints stich
as...hair coverings...beard restraints..” ,
. The Unidine dietary staff {ou 1D -17-25
During a surveyor observation on 10/16/2026 at \'\%ﬁ . The pmd';edfﬂ? ary s ? {O '
approximately 10:15 AM, of the main kitchen, the | contracted ¢ining services
following was revealed: _ vendor) are now wearing beard

Dletary. Saft A " A with beard restraints while working in the
-Pietary, Staff A, was obsarved without a bear .o L . o
restraint while working in the main kitchen : mam' kitChen‘ D[Etar\? Sti ffwere
-Dietary Staff B was observed with her hair not previously wearing blac

“+ fully restrained while wearing a black chef hat © skulicaps. Now they are all
"Dietaw Staﬁ G WBS QbSEWEd with her hair not Wwea nng hairnets that funy

fully restrained while wearing a biack chef hat | restraif their hair.

An addltlonal surveyor observation on 10/16/2025
Facilities Regulation
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at approximately 12:10 PM, of the main kitchen, . - . _

the fallowing Was revealed: _7 Man?gement wiii_ Te;_nfor_ce thg

requirement for dietary staff to ,

-Diatary Staff Awas observed without a beard wear hairnets and beard nets at 0l
cg;uiringéghge[)wnrkingbin thequitr';x ki‘fheﬁﬂ 4 all times during their daily lineup.

-Diefary Staff D was observed without.a bear . . o
restralnt while working in.the main Kitchen The Unidine FSD is reviewing the

-Dietary Staff B was obseived with her hair not relevant code for further

fully restrained while wearing a black chef hat guidance.
-Dietary Staff C was.observed with her hair not

fully restrained while wearing a black chef hat
2, Record review of the 2022 Food Gode
published by the U.S Food and Drug
Administration Secfion 4-601.11 (C) states in part, |-
®,..non-contact surfaces of equipment shall be |
free of an accumulation of...other debris...” \g\‘

{ During a surveyor observation on 10/16/2025 at \\%3
10:15 AM, of the main kitchen, the following was | N
revealsd: ‘
. - Nori-contact surfaces of

~Grill pan with an accumulation of a black : o e
substance ~ equipment are now free of
-Stove with an accumulation of gréase and debris | accumulation of grease, debris 1o-4T-0%
in the corners o - and dust. The grill pan, stove
;Zigéﬁ:égg%?‘é L?gjacent to the stove with an corners, pan rack adjacent to the
-Shelving located in front of the steam table with  stove, pan rack, haker's rack,
dust accumutlation * shelving in front of the steam
Worktable that was helding a meat slicer with an table and worktable that holds
accumulation of debrls on the lower shelf the meat slicer are on the deep
3, Record review of 2022 Faod Code publishied . cleaning schedule, which
by the U. 8 Food and Drug Administration Section - management will check weekly
4-801.11 (B) Equipment states in part, . for completion.

...components such as doors, seals shall be :

“kept...tight..."

-During a surveyor-observation on 10/15/2025 at
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10:18 AM, the following was revealed: Unidine will ensure that
{nsulated flaps on the walk-In freezer with ice equipment such as doors and
accumulation o seals are kept tight. The freezer 18
~Chest freezer with bread stored with a significant flaps have been removed. The
amount of frost aceumulation walk-in freezer and chest freezer
4, Record review of the 2022 Food Code are defrosted and cleaned bi-
published by the U.S Food and Drug weekly. Unidine is working with
Administration 6-501,113 stafes in part, Maintenance regarding the door 189
.receptables shall be kept covered...when riot In heatet. Management has addad
continuous use..." ater. Management has added
_ this item to their bi-weekly deep
During a surveyor observation on 10/15/2025 at cleaning list,
10:18 AM, the following was revealed:
ot e oo PO | paptdes il e overd
~Uncovered trash container located in the cook's @) L when not in continuous.use: The
area Qo uncovered trash contalner in the ‘
An adidfional surveyor obseivation of themain |\ dish room area and the tras ) (0128
kitchen on 10/16/2025 at 12:10 PM, revealed the | container in the cook’s area have
following: ~ been covered. New lids have
U od frash container located in the dish " been purchased for all trashcans
| -Uncovered frash container located In the dish L _ _ :
toom-area of the main kifchen _ ar!ii will be {eg.:nl.aced_as .rfeed(.af:{_._‘
-Uncovered trash contalner located In the cook's Unidine management will check
area this regularly.
During a surveyor intetview an 10/17/2025 at
approximately 1:30 PM with the Ditector of Food
Setvice, she acknowledged that the equipment
mentioned above was in need of cleaning, that s )
the dietary staff were not wearing beard and/or The Administrator will
gair restraints, tz_att Jhge_ﬂtlrash !rlft;:e;f)!ables diddnot incorporated the findings in $490 (-2 last
ave covers, and that the wallk-in freezer an ' SN s GaFai.
bread chest freezer were with an accumulation of {and $370) into the QA Program
ice and frost, -
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