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§ 003 Initial Comments | §003
i The {ling of this Pian of Correction does not
An unannounced complaintfincident investigation constilute an admisston regarding the alleged
survey, ACTS reference numbers 99511, 93382, findings, deficlencles, ar violations. This Plan of
89476, 97450, 98962, 89412, 88986, and 98997, Correclion Is Hied In the compllance with
was conducted at this residence on 02/17/2025 fo applicabie law and deronstrates the
determine compllance with state regulations, communlty's cantisuing commitrment to
. . o QualityCare,
A deficiency was identified,
S 55| Organization And Management 2.4.12.C(1-3) S 165 4
Administrative Management 8165
A, i ive Mana {CY1-3 .
. 2:4.12 Administrative Management (C)(1-3) | The community completed a reviewed
C. Pursuantto Rl Gen. Laws § 23-17.4-15,1.1, . of the puree policy procedure and
each assisted living residence shall have an - conducted an in-service with all cooks.
administrator who is certified by the Department { - Moving forward all puree meals will be
in accordance with regufations established (? . provided using manufactured, premade
pursuantto Rl Gen. Laws § 23-17.4-21.1, In N\ | puree molds and will not be pursed in
charge of the maintenance and operation of the \% ' the community by staff to insure proper
residence and the services to the residents. The (b - consistenoy and nutritiors, The
nar and conect ornalon o the Surert *communiy wilconinue 0 eviw
public area of the residence. The administrator is g'oTp'liance upc:n ne: F?Sigim pu;?e
responsibie for the safe and proper operation of | dietchanges, at quarierly QA meetings
the residence at all times by competent and . and complete an in-service upon hire
appropriate employee(s) and shall be responsible - with any new cooks regarding our
for no less than the following: - process of providing puree meals.
1. The management and operation of the
residence and services to the residents;
2. Compliance with federal, state, and local
laws and rules and regulations pertaining to, but
not limited to: the management and operation of
assisted living residences, fire, safety, zoning,
building codes, sanitation, food service,
communicable and reportable diseases,
Americans with Disabilities Act, employee health
and safety, other relevant health and safety
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requirements, and
these regulations.

3. Staffing the residence with adequate and
quatified persennal to attend to the food
preparation, gensral housekeeping, assistance
with personal care, medication administration, If
applicable, and oiher such services,

This Reguirement s not met as evidenced by:
Based on record review and staff interview, the
residence failed to have quadified personnel to
attend to food preparation refative to a singular
resident reviewed for puresd textured food,
Resldent 1D #H.

Findings are as nllows:

RIDOH recelved a residence reported incident on
21812025 allaging a server withessed a resident
choking and immediately performed the Heimiich
maheuver with assistance from the Dining
Director, The resident was transported to the
hospital by Emergency Medical Services {EMS).

Resldent ID #1 was admiltted to the residenca in
January of 2023 with a dlaghoesis that incudes,
but I not limitad to, dysphagia {difflculty
gwallowing). '

Record review of a 80-day nursing review dated
14/8/2024 revealed the resident was on a puree
texture diet with thin liguids.

Record review of a service plan dated 1/30/2026
revealed the resident ate hisfher meals in the
dining room and did not require assistance with
eating.
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Duting a surveyor Interview on 2/17/2025 at
approximately 1:00 PM with a dletary cook, Staff
A, he revealed he does not use recipes o
prepare pureed foods. He further revealed he
purees food ifems to a consistency of
applesauce.

BDuting & surveyor intarview on 2/17/2025 at
approximately 3:18 PM with the Executive
Director, he was unable {o provide evidence that
competancies were completed on distary staff on
the preparation of pureed texture food itlems,
Additionally, was unable to provide evidence of
racipes being available to the distary staff for the
preparation of plireed textured food items.
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