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determine compliance with state regulations. - -
Deficiencies were identified..
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1. Nurse review is necessary for all levels of @ - CCQ ~+4 Tye) f‘@""‘ﬁi@h
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(AA) Date and time of assessment;

(BB) Rec’ommenda_tions for
foliow-up, ' .

(CC) Progress on previous
recommendations;

listed by the pharmacist on the mediset, blister
pack or medication container is current with
physician orders (M-1 level only);

(EE) Physical assessment identifying
symptoms of illness and/or changes in mental or
physical health status and appropriateness of
placement; -

the residence,

{7) Compiete the quarierly evaluaiion of
the residence's registered medication aide(s) -
administration of medication. (Approved
Department form i s available for downloadmg
online).

licensed registered nurses (i.e., at jeast one
full-time equivalent equal to thirty-f ve (35) hodrs
on- site, the hurse review shall be completed at
least once every nlnety {90) days.

This Requirement is not met as evidenced by;
Based on record review and staif interview, it has
been determined that the residence failed to

(DD) Verification that the medication .-

{(FF)-Such reports shall be on file at

b. in those residences that have one or more
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singular resident who is receiving Methadone (a ' {'ILQS& e ;-df:iﬂig Fb@jmm@f}_; e

Schiedule Il Controlied Substance, medication n p %(. . “ﬂ’r _}J L .

used fo manage severe chronic pain or treat - H .;3)8@ 3, Ghaaess e |-

opioid use disorder), Resident 1D #1. e sbn @d{ﬂ(ﬁ b See. |

Findings are as follows:

Review of a residence reported incident
submitied to the Rhode Istand Department of
Health on 10/12/2025 revealed Resident ID #1
was observed with 14 bottles of Methadone in
his/her room. .
Record review revealed Resident ID #1 moved
into the residence in November of 2022 with a
dlagnCtSiS including, but not limited to, chronzc
pain.

Record review of a nurse‘review dated 7/1 6[2025,

failed to reveal evidence the resident's

Methadone regimen is being monitored fo include
the frequency of this medication administration

and the frequency of the resident’s clinic visit to
ensure that the resident is receiving the required
dosage of th;s medication dally _

.| During & surveyor interview on 10/17/2025 at 8:56
| AM with Licensed Practical Nurse, Staff A, she
indicated that the resident is receiving Methadone

at a clinic.outside of the residence and was
unaware that this medication regimien should

'| include that it needs to be administered daily. . :
Staff A indicated that the resident had been going |
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to the Methadone clinic évery two weeks prior to O P O} i Vi 3””3 Vi - .
10/11/2025 instead of daily. Staif A further P 1(__ ’JCJLLL Dacy o
acknowledged that she was unaware that the A% @:} rt k- Qj' , (22 -
resident was bringing the medication with him/her agn (i (}LL‘[‘ 5}) fpe. ' m .
to be self-administered at the residerice. . laon = @r) y o
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S 375| Continued From page 3 $ 375

the resident's Methadone regimen, as required.

During a surveyor interview on 10/17/2025 at
approximately 10:40 AM with the Administrator,
she was unable to provide evidence the resident's
Methadone regimen was being monitored, as
required by the nurse, when the nurse reviews
were completed.

S 430| Residency Requirements 2.4.17.G Reporting $430
Reguirements

2.4.17 (G) Reporting Requirements

G. The residence shall maintain evidence that ail
reportable incidents have been thoroughly
investigated and hat actions have been taken to
prevent further incidents while the investigation is
in progress. Appropriate corrective action shall be
taken, as necessary. The results of said
investigation shall be reported to the Department,
within five (5) business days, on forms supplied
by the Department.

This Requirement is not met as evidenced by:
Based on record review, and resident and staff
interview, it has been determined the residence
failed to maintain evidence that all reportable
incidents had been thoroughly investigated
related to medication storage for a singular
resident reviewed, 1D #1.

e Findings are as follows: _ %

. |: Review of a residencereported incident T
submitted to the Rhode Island Department of
Health on 10/12/2025 revealed Resident ID #1

“acilities Regulation
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was observed with 14 bottles of Methadone (2
Schedule Ii Controlled Substance, medication
used to manage severe chronic pain or treat
opioid use disorder) stored in his/her room.
Record review revea1ed.Resident iD#1 moved
into the residence in November of 2022 witha -~
diagnosis including, but not limited: to, chronic
pain. - ‘ T _
During a surveyor interview on 10/17/2025 at 9:25| - eee atloabed e h}hl“‘pjf_“ o
AM with the resident, sihe acknowledged that e mw& o i
sthe had 14 bottles of Methadone In his/her room
when it was discovered by the residence’s staff
on 10/11/2025. The resident acknowledged that , ,
s/he self-administered this medication daily. ; I i L
Record review failed to reveal evid th ahm@"h Q_idé(' J:ﬁ
e iled to reveal evidence the s o f i ; A ‘
residence had obtained a physician's order for the ‘fpffﬁ“&"ﬂ? L [_:g_ er- Trhe"“"”-‘g d o F
resident to self-administer this medication. Tl ‘Q')'(:,nd,;d,n_ {—.GLCLU’ Sex eS¢ é?)
Additionally, the residence's records failed to. j LAy ‘ '
reveal evidence the residence thoroughly
investigated this reportable incident, as required. . A
During & surveyor interview on 10/17/2025 at L.
approximately 11:00 AM with the Administrator, !
she was unable to provide evidence the YO
_:_res.idence had thprough!y investigated this PR )
incident, as required. : gj 7 _ﬁém%ﬁz{dmin" E.f-caﬁlf_ S E
| | | | id élfg WiHAhesrpeyp & . 4
S 565 Residentiat C i icati S 665 ' "L g 2, Gl OO
ASer ictzrg[a Care Services 2.4.24 I-3'1 M_edllcation 6 @nhune J-g gﬁ‘td? Ol "hd ‘U)rc?ﬂt jy
. , i Yo Hesi d@j&_@hiﬁri% i j? }/’%aﬁg@ﬁ “,ﬂ(
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2.4.2{ (B) (1) Administration of Medications , py ,’ 1) C}E'ﬁtﬂ’)ﬂ ﬂf @@Q,f n o
1. Residences licensed at the M1 level may . : seﬁ &Me_ E g it E b
“administer medications to residents including, but i HAe rece 4+ Victedion HEOPA ] &
--notlimited to, removing medication containers S Q@‘gﬁﬂé”wﬁ?é 3 ]f)f?&r WAL
from storage, assisting with the removal of a’ 1y (i/ (;”‘ S Heoy) il
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OLDEN YEARS ASSISTED LIVING COMMUN!

8 565| Continued From page 5 o . S 565

medication from a container for residents with

disability which prevents independence in this act,

| andfor administering the medication directly to the{
resident. : : :

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

‘b. Medications shalt be administered in
"accordance with written orders of a physician.
The residence must provide in writing, a
description of services provided by the residence |
to each physician, including limitations on service.

c. All medications must be checked against a | ' Y
physician's orders by a licensed nurse, or’ i
pharmacist.

d. The resident must be identified prior to

administration of any medication. -

e. The medication must be in the original
pharmacy-dispensed container with proper fabel -
and directions-attached and be administered in
accordance with such label.

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

g. There shall be written a policy/procedure -
for the disposal of hypodermic needles, syringes .
and other such instruments-that is in compliance ' W
with rules and regulations governing Hypodermic ‘
Needles, Syringes & Other Such Instruments
(Part 20-15-8 of this Titlg). _

silitles Regulation . . ] . _
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(1) The iegal destruction of hypodermic
needles, syringes or other such instruments is the
responsibility of the last entitled or authorized
possessor. : '

L (AA) Al personnel or residents legally
authorized to use disposal syririges and needles,
shall destroy them after one (1) use. '

(BB) Excess and undesired needles,
syringes and other such instruments shall be .
stored in impervious, rigid, punciure- resistant
container for disposal. Intact needles shall be
placed directly into the collection containers.

_ (CC) Personnel! handling disposal
waste materials such as needles, syringes, and
other such instruments may treat and destroy-
such waste by a DEM-approved alternative
treatment/destruction technology or prepare the -
regulated medical waste for off-site transport by a
DEM-permitted medical waste transporter.

h. Individual medication records must be -
retained for each resident to whom medications
are being administered and each dose
administered to the resident must be properly
recorded. . : ' _

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

- j. Medications shall be stored securely and in
such a manner to prevent spoilage, dosage
.errors, administration errors, and/or inappropriate
"} access. Provisions for safe storage may include
lockable containers, secure spaces, or lockable
units, as appropriate to the residence and the

acilities Regulation
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| resident population.
K. All medication in the residence, regardless

of whether controlled by employees or by the

resident, shall be stored securely as stated in §

2.4.24{A)(3)(a)(8) of this Part.

I. All centrally stored medications shall be

maintained in accordance with manufacturer's

labeling and administered by authorized

personnel.

This Requirement is not met as evidenced by: @,l,/ ﬁL @ h (? 4 Se ) p 0 rfmm Lg)?r?:; i)

Based on surveyor observation, and resident and . ) d 3

| staff interviews, it has been determined the f’ 1{£&if,) p C%ﬁ' [0 8N TA & f-
residence failed to ensure that medications shall il i ﬁﬂiﬁ
S & “ ‘ ..
be stored securely and in such a manner fo ' #ﬁ" -

prevent spoilage, dosage errors, administration > f @ L ‘1

errors, andfor inappropriate access for a singular
-| resident, 1D #1.

Findings are as follows:

'| Review of a residence reported incident
submitted-to the Rhode Island Department of
Health on 10/12/2025 revealed Resident 1D #1
was observed with 14 bottles of Methadone (a
Schedule § Controlled Substance, medication | '

used to manage severe chronic pain or treat. b‘r‘ (i
opioid use disorder) in his/her room. o . o G‘

M 38 'Y@ U
NG Yo

Record review revea!ed Resident 1D #1 moved
into the residence in November of 2022 witha

| diagnosis including, but not Timited to, chronic-
pain.

sllities Regulation - . . o :
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Record review of a comprehensive assessment | Dee oo h@g}? & L b«p = Y
dated 11/23/2022 revealed the resident was . . ‘ .
| admitted to the residence to assist with lodging, Qg@,_:;@ dLiting /R*@' dlen z

meals, a;); medication _adtministrlatciio; Addi_tciion‘etxl S s caSmen + it L. 3

review of this asséssment revealed the residen S ks A

goes to a Methadone clinic every other week for - ‘mﬁsim@’) i"d()@‘@mﬁ‘ |

medication administration. ‘ ' reyeal + i'(”%)( 2ident WA

| | repor-mg For desivg euary ohher
Record review failed to reveal evidence the LYY l- . /
residence was aware Resident ID #1 had in ‘ ‘
| histher possession the above-mentioned
medication and failed to ensure this medication
was being stored in a secured location. Additional
record review failed {o reveal evidence a
physician's order was obtained for the yesident to
seif-administer hisfher medications, as required.

medication with him/her to be self-administered at
the residence. Additionally, she acknowledged
that the resident did not have an order to
self-administer the Methadone. . '

During a surveyor interview on 10/17/2025 at 8:56
AM with Licensed Practical Nurse, Staff A, she
indicated that the resident is receiving Methadone aj (i ' .5 OueER
| at a clinic outside of the residence, and was not ‘G%LC—MIWC’W ~ [ “E \ 'Y: '
aware that this medication is required to be Jhﬂ@tf-ﬁabf)@»——i-ﬁgmt SR 1)
administered daily. Staff Aindicated that the LA St CL/_OCYZ.,\L/ ‘Qrﬁ-@@a
resident had been going to the Methadone clinic' | loskoshe Exhi okl Y sea
every two weeks prior to 10/11/2025 and was not medice N on. P@] eSS Vann
aware that the resident was bringing back't oy N AT A CL(;X—\ e o
s bringing back the ,ji‘.z @\/41_@ L00S dle d.

s/he self-administered this medication dalily.

During a surveyor interview on 10/17/2025 at 9:25 e |
AM with the resident, sthe acknowledged that ' _ T . e TN L
sthe had 14 bottles of Methadone in his/her room | /Vo fU’)OUJi‘ EO-’Q«?. oy O depkh ?I’ d);(i&ia
when it was discovered by the residence’s staff i :P'(QSQ‘] NG YWJIDO ndefipic.
on 10/11/2025. The resident acknowledged that B jQQ PD v \n eS| v’)% o
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During a-surveyor interview on 10/17/2025 at
. 10:22 AM with a-staff at the Methadone clinic,
cilities Regulation - . : )
ATE FORM C ' 6288 BNXR11T C If continuation sheet 9 of 10°




FImNTLA u.radmu.r,u

: FORM APPROVED
| Department of Health _ . _
ATEMENT OF DEFICIENCIES | (X1} PROVIDER/SUPPLIERICLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY.

ID PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING: . COMPLETED
. : C
ALR01479 B. WING 10/17/2025

\ME OF PROVIDER OR SUPPLIER

OLDEN YEARS ASSISTED LIVING COMMUNI

' STREEi: ADDRESS, CITY, STATE, ZIP CODE

118 HIGH STREET
WESTERLY, Ri 02891

© SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION'

?;({Eég( _®  (EACH DEFICIENCYIMUST BE PRECEDED BYSUH= I 1.3 ‘PRIEDF;X' . {(EACH CORRECTIVE ACTION SHOULD BE .2 fcoz\fnxa»r_)eTE wl
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS- REFEBESggg"IE'ﬁ g%EgPPROPRmE (DATE
. ) 3
S 565 Continued From page 9 , 5565 - pﬁi )w’ <
Staff B, she acknowiedged that the resident had - &S Shg Da Y')d
the Methadone provided to him/her to - NLL(S e & }C} )G % / we 'lt d,
self-administer daily at the residence since- e
November 2023. Additionally, Staff B o0t da ol uimemﬁﬁo n; -
acknowledged that the resident has a physician's : ()fd@ff)
erder with the Methadone clinic, to administer the - ed oY Q LU&@C . ‘
Methadone daily and a 14-day supply is given to Qﬂ\ L CL X
the resident during histher biweekly appointments . ( Oﬁ OL
to bring back with him/her to the residence, i D :

During a surveyor interview on 10/17/2025 at
10:35 AM with the Administrator, she
acknowiedgeci the staff had found 14 bottles of
Methadone in the resident's room on 10/11/2025.
The Administrator iridicated that she was
unaware the resident had this medication in
his/her possession and had been
self-administering it. The Administrator was
unable to provide evidence the resident's
medication was being store securely, as reqmred
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