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8003 initlal Comments 8003
A complaint investigation, ACTS references
numbers 103032, 103027, and 103047, was
conducted at this residence on 03/12/2026 to
determine compliance with state laws and
regulations, Deficiencies were identified.
S 180 Organization And Management 2.4.13.C 8180

Administrative Management
2.4.13 (C)(1-5) Administrative Management

C. Pursuant to R.1. Gen. Laws §§ 23-17.4-15.1.1
and 23-17.4-15.2, each assisted living residence.
shall have an. adm:nistrator who is licensed by the
Department in accerdance 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, The name and contact information for
the current administrator shall be displayed in a
conspicuous public area of the residence, The
administrator is responsible for the safe and
proper operation of the residence at all times by
competent ard dppropriate smployee(s) and shali
be responsible for na less than the following:

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 fiving residences, fire, safety zoning,
building codes, sanitation, food service,
communicable and reportabie diseases,
Americans with Disabilities Act, émployee health
and safety; other relevant heaith and
safety requirements, and these Regulations.
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3. Staffing the residence with adequate and
qualified personnel to attend to the food
preparation, general housekeeping, assistance
with personal care, medication administration, if
applicable, and other such services;

4, Establishment of written policies and
procedures governing the operation of the
residence which are aimed, to the extent
possible, at maintaining the independence of
residents. Such policies shall include provisions
to implement no less than the following:

a. The appropriate provisions 0f § 2.4,18
of this Part and other applicable provisions
pertaining to admission, fransfer, discharge,
visitation privilegés, availability and utilization of
communily resources, leisure time and such

‘other;

b. Accountability of the residence when
acting as a fiduciary agent for the resident
pursuant {0 § 2.4.18 of this Part;

¢. Notification of sext of kin or other
responsible person designated by the resident in
the event of illness, accident or death; and

d. Such other provisions as may be
deemed appropriate.

5. Compliance with all requirements’

appropriate to the service level for which the
rasidence is licensed.

This Requirement is not met as evidenced by:

Based on record review-and staff interview, it has
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been determined the residence failed to comply \@'
with state-and local laws and Rules and A Evergreen assisted Living:
Reguiations pertaining to, but not ii‘mited_tgz the \\ . Corrective action plan
management and operation of assisted living \)\ : Niarch 12, 2025,
residences, fire safety, relevant health and safety ' R
requirements, and staffing requirements. T
Findings are as follows:
P 5180 _ 1

According to R.l. Gen, Laws § 23-17.7.1-2 and
the Rules and Regulations for the Licensing -
Nursing Service Agencies (216-RICR-40-10-10} a2
“Nursing service agency' is defined as any =
person, firm, partnership, or corporation doing
business within the state that supplies, ona = -
temporary basis, registered nurses, licensed -
practical nurses, or nursing assistants to a
hospital, nursing home, or other facility requiring
the services of those persons, with the exception
of hospitals, home nursing care providers, home
care providers, and hospices licensed in this
state. For all purposes a nursing service agency
shall be considered an employer and those
persons that it supplies on a temparary basis
shall ba considered employees and not
independent contractors, and the nursing service
agency shall be subject to all state and federal
taws which govern employer-employee relations."

According to R.\. Gen, Laws § 23-17.7.1-4 "No
person shall establish, conduct, or maintain a
nursing service agency in this state without a
license issued pursuant to this chapter.”

According to 2.4.13B of these regulations, "Each
licensee shall have responsible adult(s) who are
employee(s) or who have a contractual
relationship with the residence to provide the
services required by these Regulations who is at
least eighteen (18) years of age and

-Replaced. Completed on 3/19/26
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And area's

Monthly check fist,

- All smoke detectars — non-wired checked
For expiration dates, All explred where

+ Mstwas erepted {ses attached) with all Room #s

Whgre smoke detestors are located and exp, Dates,
- Maihtenance is adding the smake detettors to thair

. Administrator to keep list updated monthly,
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1. Awake and on the premises at all times,
2. Designated in charge of the operation of the
residence; and
3. Physically and mentally capable of S
i. Worsing Agency Clpboard Heafth was

communication with emergency persannel.”

A. The Rhode Island Department of Health
received a facility reported incident on 2/4/2026
indicating a nursing assistant, Staff A, left her shift
before her designated relief, Staff B, arrived,
leaving the facility without a staff member onsite
from 6:30 AM to 6:41 AM on 2/3/2026. Staff Aand
Staff B were employed by the same "agency.”

Recard review of the residence's staff schedule
for the month of February revealed that on
211/2026 through 2/9/2026-a nursing "agency”
staff member was scheduled to work from this
contracted provider,

Record review revealed the "agency" does not
hold a Rhode Istand Nursing Service Agency
license.

During a surveyor interview on 3/12/2026 at
approximately 1:30 PM with the Administrator,
she acknowledged that staff from the nursing
agency were scheduled to work at the residence,
that the residence had a contract with this
provider, and that she was not aware until
2/9/2026 that the agency was not licensed by the
Rhode Department of Health, Additionally, she
acknowledged that the residence did not have
appropriate staffing on 2/3/2026, jeaving the
facility without a staff member for a period of
time.

B. The Rhode Depariment of Health received a
reported incident of a fire alarm sounding on

W\

£ 186

Terminated immediately, All staffing
s.gencies will be chosen off the DOH RI
Website thatare licensed,
2. New staff have been hired o fill in
Thie schedule.
3, A_dmi_nis.tratmr angd contract sperialist
Will work together ta be in compliance.
4. Administrater witl monitor if changes are
Needed to ba made.
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21412026 in a resident's room.
During a surveyor interview on 3/12/2026 with the
Administrator, she revealed that the smoke
detector was faulty, and it was replaced,
Record review of the manufacturer’s guidelines
for smoke detectors that are not hard wired to a
local fire department revealed the following:
-testing at least once a month
-replace sinoke alarms every ten years
During a surveyor interview on 3/12/2026 at 1:45
PM with the Administrator, she was unable to
provide evidence that the smoke detectors are.
checked routinely per manufacturer's guidelines.
Additionatly, the Plant Facility Manager was
contacted, and he was unable to provide a record:
of when the smoke detectors were tested and
réplaced. . : -
‘5390 1. Maonthly sssessments will be updated by
\ . o . ) . U Facility RN. Facility Rn was retrained on
S 390 Residency Reqmr.e.ments 24110 Res;dent S 390_ oo b s Annualupdaies and services provided.
Assessmant/Service Plans sy R Dacument wascrested to kéep on track.
_ AT Lorsted iR RN book -
2.4.17 (D) Resident Assessments and Service - 2.4l Residenits that self-inedicstd havé written. -
Plans Documentation fron thelr presc?iber fnt se!§~
] Adminlstratmn .
D. The assessment shall be reviewed and at N . it Gcensestand ss WALl
: . ' . ; - kg = 4.0 WWhich migans faciiity handles central storage ; and ° SERNENNY FREES
_mtervgts not tO?XCE&d twehf? (12) m‘?n_ﬁ?s and \\>\ o ¢ Administravon of medications. Fadiiity haS'CAN}’CW RERISE R I
each time a resident's condition changés RREIE B 241? :
4, Ail staff arid Faczhtg RN were re-ﬂduca;ed onteguired.
. tratof to
This Requirement s not met as evidenced by: ;ﬂda:es a:fd thiﬁ:&i’: tir::ii:‘::d Adiministrasof
Based on record review and staff interview, it has oriter arags A
been determined that the residence failed to
review the residenis’ comprehensive assessment e e T
at intervals not fo exceed twelve (12) months and
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each time a resident's condition changes
sighificantly for two of two residents reviewed
relative to accuracy of assessments, Resident ID
#s1.and 2.

Findings are as follows:

1} Record review revéaléd Resident 1D #1 moved
into the residence in May of 2024 with a diagnosis
that includes, but is not limited to, major
depressive disorder,

Record review revealed that the resident on

-12/1/2025 had a fall while sitting on the porch.

S/he was sent {o the hospital and admitted with a
diagnosis of orthostatic hypo’eensmn ‘Shha was
transferred to a skilled nursing facility on
12/4/2025 and readmitted to the residence on.
1/712026,

Record review of the continuity of care dated
1/7/2026 from the skilled nursing facility revealed
that sfhe was receiving ocoupational and physical
therapy for strengthening. Additionally, she was fo
receive skilled nursing services for medication
management.

Record review of the comprehensive assessment
dated 4/17/2025 failed to be updated to reveal
that the resident was hospitalized and not
residing in the residence for greater than 30 days.
Additionally, the comprehensive assessment
failed to be updated to reflect that s/he was
receiving skilled nursing services, occupational
and physical therapy through 3/7/2026.

Further review of the comprehensive failed to
assess the resident with a change in his/her
prescribed diet of a Regular diet with regular
textured foods to a Controlled Carbohydrate diet
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that was to be served in a ground from.

2. Record review revealed Resident ID #2 moved
inte residence in November of 2006 with a
diagnosis that includes, but is not limited to,
schizophrenia,

Record review revealed that the comprehensive.
assessment in the record revealed a date of
11/14/2024, Additionally, the comprehensive
assessment assessed the resident as being able
to seif-administer histher own medications with
supervision.

During a surveyor interview on 3/12/2025 at
approximately 2:30 PM with a medication aide,
she revealed that the resident did not
self-administer his/her own medications

During a surveyor interview on 3/12/2026 at
approximately 2:45 PM with the Admirnistrator she
was unable to provide evidence that the
comprehensive assessments were done annually
or with a change of condition, or that the
assessments were reflective of the services being
provided,

53808

1. Afl sarvice plans shall be updated Q 8 months.
By Administretor with any new services that are
Needed, All Annual Appendix Cwill be- apdateci yaarly;
Following hos;:itailzatinn, and when new sarvices arg
: Ordered or resident experlences 2 squ;f’cant medical change.
* 2. list was created with afl dates and updatesto.
: Be.completed,
A steff and RN were educated and retralned
O rules ahd reguiatlnns for ALF persalning to diets end
Meﬂnca.mn Admin or RN zoordinating B/fc: frnm hngher
LOC will cmﬁrm oiders priorto accepting resident’ back to
Residenca.
4, Administrator watl review regidations/changes mnnghiy in
Staff meetings or supervision,

=
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