PRINTED: 04/01/2026
. FORM APPROVED
B Dapariment of Haalh
STATEMENT OF DEFIGIENCIES (1) PROVIDER/BUPPLIERIGLIA X2) MULTIELE GONBTRUCTION {X8) DATE SURVEY
AND PLAN OF 0ORRECTION IDENTIFIOATION NUMBER; A BURLOING: COMPLETED
~_ALRaisz0 5. wiko 0312412025
NAWE OF FHOVIDER OR BUPPLIER STRBAT AUDRESS, CIYY, STATH, 2P CODE *
10 OLD DIANMOND HILL. ROAD
CHAPEL HL. CUMBERLAN, Rl 02564,

LD SUBMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORREQTION {8
BREFIX {EAGH DEFICIENGY MUST BE PREGENED BY FULL PREFIX {EADH CORRECTIVE ACTION BROULD BE COMPLETE
TG REGUINTORY OR LG IDENTEYING INFORMATION] TAG 0RQS&RE?EREB&ECI%&E;?%EAPPRDPRIATE DATE
2003 {nital Comments gops | The filing of this plan of correction does | 5/1/25

not constitute an admission of the
An unannotincad State Licensure survey and a gg?ig}a;m:;?lgg%ﬁ;’; té‘gig:?éﬁ&initsof
somplaintneldent Investigation survay (ACTS prepared and executed as evidence of
M@1N11, 85856) were conducted at thls the facllity's continued compliance with
ragilencs on 3’20!202'5 through 3/24/2025, applicable law.
Deflclencles wara Identifled relative fo the Sixste
Licsnsure supvey.
% 465 Licensure Regulvetnents 2.4.3 Quality Assurance | 8085 q T{‘Bg’is",‘“ﬁ‘ g A péan r?s been
revised 10 InGiude eaucation on preven-
2.4.3 Quality Assurance tion and treatment of decubitus ulcers,
‘dehydration and nuttitfonal status and
A, In acoardance with R.l. Gen, Lews § P weight loss or gain, and recognizing a

23-17.4-10.1, sach aatlstad ving residence shafl |/
davelop, inplement and mainiain & docurentad,
ongolng quallly assurance program,

1. The purposg of ihls progrem shall ko to
attain and maktain & high qually assisted living
residancs through an on-golng process of quality
improvement that monitors quallly, ldentifies
areas to Improve, feathods in improve them, and
evaliates the pragress achlaved,

2, Fach licansed resldenics shall establisha
qualtty Impravement cormitfes which shall
include at laast the following: assisted fving
administrator, reglsiared nurss and a
reproseniative of dietary services.

3. The qualily Improvemant commitiee shall
et at least quarterly; shall malntely records of
ali guality Inprovament aotivities; and shall keep
ragords of commitiee mestings that shalt be
av&;titable to the Deparkment during any onsite
viait, -

4, The quafity improvement commlites shall
raview and g#pprove the quallly Improvament plan

for the reskienca at infervals not to gxoead fwelve

significant change in mental or psycho-
logical status.

2. All staff worldng In tha Dementia unit
will recelve education on prevention and
treatment of decubitus ulcers, dehydra-
tion and nutritional status and welght loss
or gain, and recognizing a significant
change in mental or psychological status
by 5/1/25.

3. Education will then be incorporaled in
Quarterly QA starting in the 3rd quarter,

4. WD and/or Designee will audit 20% of
staff weekly x 8 weeks then monthly x 4
months to ensurs all staff have received
appropriate fraining. '

5. WD will bring audit to resulis o
quarterly QA x8 months fo ensure
continued compliance with staff training.
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Conflinued From page 1

(12} monthe, Sald plan shait b avallable to the
public upoh raquest,

&. Each asalsted fiving residence shall
establish a written quallty improvement plar that
inoludes:

. Program objectives;

b. Oversight rasponsibilliy (e.9., reporks
To the gavermning body, Cf records);

¢, Includes methads to identify, avaluate,
and eorrent ldentified problems;

d. Provides critarin to monifor peraonal
asgistance and resident servicss, including, but
not firoited {o:

{1} Residentifarnlly satisfaction;
{2) Madlication administrationferrors;

{3) ng:aoﬂable Inoldents as specifled
in § 24,17 of this Parl;

(43 Resident falls;

{6} Plans of correction developed in
rasponse to e Depariment ' s inspection
raports,

B. In addition fo the requirerments of §§ 2.4.3(A)
(1) through (5) of this Part, all assisted living
residences with 4 "damentia care” licanas and/for
a “limited health services license" shall also
sddraes the following areas |n thelr quality
Improvement plan;

8 0BG
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Conitinued From page 2

A, Prevention and treatment of decubitus
ulesra;

b. Dehydration, and nutritlonal etatur. ant
welght loss or galn; and )

. Changes Iy mantal or peaychologioat
status.

1. Quality Improvement documentztion shall
bo kept on fite for & minimum of five (6) years,

This Requiremant s not mat as evidenced by;
Bagad on racord review and staff Interview it has
baan determinad that the reskdence fafied to
ostabliish a written guality Improvement plan that
included gl raguired components for the
Camentla Speclal Gara Unlt.

Findings ara as follows:

Record review of fhe resldence quallty sssurance
written plan fallad to raveai evidonce that the
realdence ncluded tha raquired components
{prevenition and treatment of dacubltus ulcers,

ehydration, nulrtlonal status, welght lossfgatn
and changes in mental status) ralated to the
Dementia Speofal Care Unit.

During a siwveyor nterview on 3/24/2025 at 12:48
PM with the Adminlstrator, he could pof provide
evidancs that the qualily Impravement plan had
2l of the requirad cumponants.

Onganizalion And Management 24,12,
Administrative Maragement

8 066

5100
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2412 {H} In-sertige Training 1. Staff A, B, and C wil all be
re-aducated by 4/18 to cover all training
1, Employees shall hava or-gelng, atintervali not required on hire as outlined in the
fo exosed twelve (12} robihs, In-servica triining ragulation. .
a8 appropriate for thelr job elassifications and . _
Including the topics cited In § 2.4.12(3) of this 2. Audlt of all employee records will be
Part. completed by 5/1 {o identify and
cotmplete required trainings.
2. Mi new smployea otientation end on-guing P
if-sarvics tralning sheil be documented Jn the 3. In-service to be completed by 4/18
\ . N with ED/WD/and BOM on education
employae's parsonne fils, and maintained onslte needad for employoes that needs to be
at the livensed residenca, complsted within 10 days of hire and
prior to working alone.
4, ED andfor Designee will audit 100%
This Requirement s not met a5 svidenced by: y 7 | of new employee files weekly x 8 weeks
Based on record review and staff interview, It has . \ff? g"mdp;’gggéhgga frﬁnigc;gtgg r;% onsure
heen defarminsd the residence falisd to ensure LAY : S Lor
all new employess raceived at least ten hours of \E\Q\%\ withiin the appropriate imeframe.
orfentation and training within thirty diys of ire | " | 5. ED and/or Designee will bring results
and prior o baginning work alone in the of audits to quarterly QA x 6 months to
rasldence, In the areas stipilated In § 2.4.12(8) ensure continued compliance of
of the regulations for 2 of 2 newly hired employee trainings.
amployess, BieffAand B.
Findings are as fullows:
1} Reovord review of the personnel recard for Staff
Avevealed a hire date of 12/21/2024, this
etployee was hited as a ceriified nursing
asslstant (CNA).
Reviaw of the record fallad fo reveal Staff A
received si of fha raquired tralnings wikin 10
days of hire and prior to beginning work alone in
the aszlstad lving residence {ALR) such as: re
prevention; recoghition and reporting of abuse,
negiest, and mistreaimant; asgleted lving
phifosophy;: resident rights; confidentiality,
amergensy prepargdneas and procedurss;
Fadlies Reguaton
STATE FOIRM L 2BaJ It conlinuation shest 46710
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resident elopement, The record further falled to
reveal Staff A received all of the required fralnings
wititin {hirfy deys of hire and ptior fo beginning
work glone I the ALR In the areas of basic
sanitation; food sewvice; aultural diffarences, baslo
knowledge of aglng-ralated behaviors oluding
dementia and Alheimer's dlseass; parsong)
asslaiarcs; asalstance with medications:
revord-keeplng; servics plans; and internal
reporting. Additionafly, the record falled to reves!
Staff A received 4l of the required trelnings for
the dementia cars unit prior to beginning work
alohs in the ALR inthe arcas of understanding
varous damentias; communioating effectively
with dementia resldents; managing behaviors;
elopement pravedutas for the unifprogram!
orpating a safe snwvironmant for nesldents: and
medications commonly praseribad for resldent
mf?;dlgg Irs the unitfprogram and potentlal side
effacts.

2) Record reviaw of the personnal record for Staff
B reveatad a hire date of 11/15/2024, this
emplayee was hired as a CNA,

Raview of the record falled to reveal 8taff B
reosiveed 2l of the required tralnlngs within 10
days of hire and prior to beginning work alona In
the ALR such as: fire preventian; confidantality,
emergancy proparedness and procedures; and
resldert elopemant. The record further falled io
reveal-Btaff B ragelved all of the requlred
trainings within thirty days of hire and prior to
beginning work alone In the ALR in the areas of
baslo sanitatlon; food servive; suftural diferences;
parsonal esistance; asslstance with
medications; record-kesping; service plans; and
internal repariing, Addiflonally, tha rasord faflad to
reveal Stalf B recelved all of the required
frainings for the dementia care unit prior ko

Faclliies Fegulation
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heginning work alone In the ALR i the aress of
giopsrient procedures for the unitfprogram;
creating 4 safs environment for residents; and
medicatlors commonly prescribed for resldant
rasiding in the unltrogram and polential side
effects.
During & surveyor Intarview with the Diractor of
Walineas on 3/21/2025 at approximately 10:00
AN, she vould not provide evidencs tha
above-mentionad staff had all of the required
fraininga prior ta baginhing work elona In the ALR.
8 200] Organlzation And Menagement 2.4.12.1.2 £200 1. Employee record for staff A will be
Adrgminlstrlgl\:re Maﬁnaag;gant 412 updated with all required documentation
by 4/18/25.
2412 (1) (2) Parsannel Records 2_Aud*itlotjal|)! eg]‘,ﬁ’l"ylee filles VI"';E“ he
compieled by 5/1 uslng new hire
2. 8ald personnel records ehall be reviewsd and checklist o identify that all necessary
updated af infervals not to excesd twelva (12) paperwork is presen.
months and shall inchide, but pot be limited to, all
of tha Tollowing components! 3. In-service comt)[eted with BOM on
new hire checkiist will be completed by
a. Camplated Joh application and/or resums; P 4/18.
| 4. ED and/or Designee will audit 10% of
b. Wiilten staterents of references or / g
A - employee files weekly x8 weeks and
documentation of verbel reference check, \:5{\'3 then krlnonthty x 4 months to ensure all
-/ /| new hire paperwork is present.
©. Written functional job desctipilons; w pap P
: D\t‘” 5. ED and/or Designee will review resuitd
{1) These desoriptions shall be updated | of audits In quarterly QA x 6 months to
at Intarvals not to exceed fwelve {12) months and & ensure continued compiiance.
ahall ineluds, but not be mited to, minimel
qualificofions for tha posltion, major dutles and
responsihilities, ard shall be elgned and dated by
fhe individuel employee,
d. Evidenoe of credentials, cwrent
. professional licensure andfor certiflcation;
Faciities Reguiation
STATE FORM ooy 2R4 M1 tFeonlipuation shoet Bof 18
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Continued From page 6

a. Documentatish of education and/or
coniinuing tralning, ncluding continuing education
uhits (CEUs) related fo admintstrator certification,
food managamant, eto., medication
adminlatration, shd dementia care;

f. Documentation of attendancs at n-service
tralning andfor orlsniation;

g. Docurmentation of af least one (1)
performancs svaluation st infervals not to excead
twaive (12) monihs;

b, Blgnadicopy of employes’s awarensss of
resident's Hghts;

|. Rasults of the criminal record (BCI) chack,

This Reguirament s not met as avidenced by:
Based on record review and staff Interview, It has
baen determinad the residence faflad fo ehaurg
personnel records contaihed all reguired
documsniation for ona of two nawly hirad
employaas reviewad, Staff A.

Findings are as follows:

Record revlew of the personne! record for StaifA
ravealed a hite date of 12/21/2024, thia amployee
was hired as a ¢arfifled nuralng assistant (CHA).

The record fafled to reveal a BEI oheok priorto or
within 1 week of Wre.

The record further fallad o reveal the Staffs [ob
applcation/restims, referanca checks, job

8200
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desoription, and a signed copy of the reskisnt's
righds.

During a surveyor interview with e Direcior of
Waliness an 3/21/2025 at epproxdmately 10:00 .
AN, ghs sould not provide evidence fhat Steff A's
personnal record contalnad all required
components.

S 380 Regldency Ragqulraments 2.4.16.6.1 Resident
Assassmant/Sarvice Plan

2.4.18 {3} (1) Barvice Plans

1. Within a reasonabla time after move-in, hot to
excaed seven (7) days, the Administrator shall be
responsible for the devaloptnent of a writlsn
service plan baged on he inltial assessment. The
aseyvice plan shall inciyds at least;

a. The sapvices and intarventions resded,
tnoluding all services provided by oulside
healthcate agencles {e.9., home nursing care,
hosplce);

b. Description, frequency, duradion ralaing fo
the sarvics o intervention, including persenal
assistance, medication, spack) diets, recresationa)
aclivitles, and other simliar servicea rendered; -

. Party responsible for arranging andfor
providing the servios; and

d. Tha resident's requested and/or
therapeuticetly needed recreational and soclal
activEles,

380

ﬁ\\@ residents who smoke weekly x 4 weeks

1. Resident ID#2 medications were
corrected to ensure blister pack and
EMAR matched iections

1. Resident 1D #3 was re-assessed on
AT and the service plan was updated
to reflect current smoking status.

2. WD andfor Designee will complete
audit of all residents who smoke by 4/14
fo ensure assessment and service plan
reflect accurate smoking status.

3. WD and/or Daslignee will re-educats
nursing staff on smoking pollcy and
reporting any changes in status to WD
to be completed by

4. WD andfor Besignee will audit all

then monthly x4 months to ensurs the
smoking status is being captured on
the assassment and service plan.

5. Results of audits will be reviewed in
quarterly QA x 6 months to ensure
continued compliance.

Facliles Reguieion
STATE FORM
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Faciilias Raguiation

Continuad Frem page 8

This Requirament s not met s svidenced by
Baged on record raview and staff Inferview, it hag
baen determined that the resldence failed fo
documsent a descriplion of the sewvices and
irsrventions neaded on Hie sorvice plan fora
singular resldent reviewad relative to amoking,
Rosident 1D #3.

Findlngs ara as follows:

Record review revealed the rasldent moved Ihfo
the residence in March of 2024 with diagnokes
Including, but not Imiled to, cognitive impainnant
and deluslonit disorder,

During a surveyor interview on 3/24/2025 at 10:20
AM with the residant, hefshe ravealed that hefshe
has heen smoking for abaut 40 years and that
hel/she cuprently smokes 1 pack of clgaretien
evary 3-4 days.

Review of the record rther revealed smoldng
easessments dated 4180024, 7115/2024,
10716/2024, end 1716/2028, indlcaiing that the
rasldarnt is a smoker.

Review of a progress note dated 41182024
reveals tha rasldent was fount ko be autalde
smoking. The residetit was educaled that hefshe
neade to smoke 50 feet eway from the building.

Record review of the resident's servies plan
initlated on 3/18/2024 failad in indioats that the
residant Is a smoker and tharefore fafled to reveal
smoking Interventions to keap the resident and
other rasldents safe,

‘| During a supveyor Infenvlew with the Director of

Wellness on 3f24/2025 at approximately 1:00 P,
she couid not provids evidence smoking was

§380
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{lstad on the resident's service plan, as required,
8499 Residantial Care Services 2.4.21.C Dielofic 5480
Servicas ,
IT. 2" 3!f20:’25tﬁthelhandv&rashlnghsink
eaking from the pipe underneath was
2.4:21 (©) Disteflc Servicas fixed and the soap added to the hand
C. The food serviae in sach residence shall gc?:g ing sink that did not have hand
comply with the appropriate requirements of R.L )
Gen. Laws Chapters 21-27 and 21-31, Riiodo On 3/20/25, the patties, veggle burgers,
Istand Food Cade (Part 50-10-1 of this Title}, and slices of cherry pie, garden salad, bags
sueh other applisable statutory or regufatory of raisin bran, cheerios, and botlle of
provisions, motasses were discarded.
2, In-service conducted 3/25/25 for
\ staff on food labeling and procedures
This Requlrement s not met as evidencad by: ( i\\ , | forreporting leaks in sinks and soap.
Based on surveyor obseivations, record revlew, | Ty, ;
and staff Inferview, It has baan detarmined that b \’Q ?éfﬁ‘; Sﬁg‘ég,i“glﬁfgggg’ﬁﬁfgg’gmf to
the residanca fallad to comply with tha o {:f: enstre all outdated or non-labeled food
appropriate standards of the Rhode lsland Food ‘3\\2\ was discarded.
Cade raletive to the main kitchen, k
4. Ta enhance currant compliant
Findings are ag foflows: operations, the Director of Dining
Servlices ar?glk?r D;slgn?ﬁ \Agtl condu?t :
za0d Code weekly audits for 3 manths then quarterly
Sad i o o e Foct O St o o s o
states, “...(8) Labal information shall nclude: (1) - g'g,‘efaggﬁ'}oﬁ.’}ea,f‘s‘_‘ washing s
The cotmmon nama of the food...”
To enhance current compliant operations
During tha Initla! tour of the main kitchen with the the Director of Dining Services andfor
Food Servios Director (FSD) the following was dasignee will conduct dally audits for 3
revealad: months then quarterly x3 months en the |
tabeling & datung of food items,
o i ki, g s 1t e 5. T O of lning srcasand
4 : esignee will report audit results to the
handwashing sink, when lumed on, stered QA Committee x 6 months and follow up,
leaking from tha pipe undameath, as necessary to ensure ongoing
compliance.
Faollites Reguiation
STATE FORM dhen 284414 I eomtinualion ehuet 10 of 10
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GHAREL HILL,

10 G100 DIAMOND HiLL ROAD
CUNMBERLAND, Rl 02854

FORMAPFROVED
Ri Deparfment of Health
STATEMENT QF DEFICIENCIER (X1} PROVIDERISUPPLIERIGLIA (%2 MULTIFLE: CONETRUCTION (%3) DATE AURVEY
ALRO1620 B, WING 03/2412025
NAME OF PROVIDER OR SUPPLIER HYREETAUDREAS, GITY, BTATE, ZIP QUDE

- contained 4 unidentifiable patiles that were not
wrapped, Ne label or date,

- cortalned vegale burers, taken ouf of the
arigiial packaging, no dete.

~ cotvtained at least 1¢ unldentifiabile patiles in o
plastle hag. No labsl or date,

Burihg a surveyor Inferview with the 8D, he
couid not provide evidence that the 4 vegale
burgers wera wrapped and labeled with dates, He
further could not provide avidance that the
burgsrs wars labsled and dated,

. Reach-In refrigerator:

- 2 slloeg of cheny pls with a use by date of 3-18
- o garden salad wrappad without a dafe.

During & survaeyor nterview with the FSD, he
could not provide svidence that explred food was
discarded,

C, Storags arsa:

=7 clear plastic bags of Ralsin bran, taken out of
the ariginel peokaging, no expiation dats.

the Facilitles Direcior and/or designee

will clean the ice machine and documen

the task. .

3. The Director of Dining Services and/o

designes will report audit results to the

QA Committea x 6 months and follow uy

as necessary o ensure ongoing
complianca.

=

t

}ID BUMMARY STATEMENT GF DEFICIENGIES. 1D PROVIDERS PLAN OF QORRECTION ()
REFIK {EACH DEFICIENGY MUST BE PREGEDED BY FULL PHEEIK EACH CORRECTIVE AGTIDN SHOLLD BE COMPLETE
TAG REGULATORY OR L8G IMENTIFVING INFORMATION) AR GRO98-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENGY)
8 480! Gontinued From page 18 8 480

- Iee machine, red aplatter an the nglde ledgs 1. On 3/21/25, the ice machine was
and brown splatiar on the Inelde left slde, cleanad, An in-service was conducted

oh 3/20 with staff on cleaning the ice
Burlng & survayor Interviawy with fﬁ& F}?D on machine,
S12072026 at approximately 880 A,
acknowledged one of the handwashing siniks had 2. To enhance current compliant

operations, the Dlrector of Dining
a soap dispansar without hand scap, He furthar Services and/or designes will conduct
acknowledged the other handwashing sink's pipe i

weekly audits x 3 weeks then monthly
Was [Eak]ng- He Indioated he puf in awork ordar ¥ 3 months on the lce machine. To
far I & faw weeks ago, Additionally, he could not ™ | enhance current compliant operations,
provide evidancs thet the lee mechine was clean. monthly cleaning tasks have been

/ | added to TELS, our malntenance

A, Reach-In freszer /1 work order system, On a monthly basis

Faclifies Regiilation
STATE FORM
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FORM APEROVED
Ri Depariment of Meslth ,
STATENMENT OF DEFICIENCIRES {(Rf) PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUOTION X3} DATE SURVEY
AN PLAN OF CORRECTION INENTIFICATION NUMBER; A, EUILDNG! GEOMIALETED
ALRD4B20 B. WG 0372412028
RAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, O, $TATE, ZIF COPE
10 OLD DIAMOND HILL ROAD
CHAPEL HILL CUMBERLAND, Rl 02304 ,
G D SUMMARY STATENENT OF DEFIGIENCIES D PROVIDER'S £LAN OF CORRECTION it
BREF {EACH DEFICEENCY MUST BE PRECEDED BY FUL. PREFK {EACH GORRECTIVE AGTION SHOULD BE COMPLETE
5 REGULATORY Ok L8¢: IDENTEFYING INFORMATION) TAG CROHS-REFERENCED TO THEAPPROPRIATE DATE
DEFICIENGY)
8480 Contlaved From pages 11 5400
- 1 vlsar plastic bag of Cheerlos, faken out of the 1. On 3/21/25, the food boxes in the
orignel packaplng, no explration date freezer were removed and distributed
«3 172 cleur plastlc bags of Cornflakes, talan out fo other kitchen freezers, allowing for
of tha ariginal packaging, no explration date, feaslble alr circulation.
- & bottla of molassas, tha botlle had lsaked from , )
the cap, as thera wag dried brown mailter down zt' ’;}“ '“'ssg;’}gg was condufcteg "‘t”th
the sides of the bottle, Additionally, the best tuy ﬁxath;\rx]va in Fraapar Jper food storage
date was covered. '
R 3. Audit compteted on 3/27/25 to ensure
Luring & strveyor intsrviaw with the F8D alt freezors \ﬂ?ere in cormpllance with
following the ebove observations, ha could not storage to allow adequate air clreulation.
provide evidence of the expiration dates of the )
varanle; e furthar coult! not provide evidence 4. To enhace current comfpilgqt
that the botte of rolasses was kept clean and operations, the Director of Dining
within lts best by date. Services andfor designee will conduct
woekly audits x 3 weeks then monthly
D. The wallvin freszer was stacked fo the celling | ™, | @ Months on the walicin freezer.
with boxes of food llams. Alr oiroutafion was not | / 5. The Director of Dining Services and/or
feasible. *j | designee will report audit results to the
| QA committes quarterly x 6 months and
During & surveyor infarviow folowing the above, \%} follow up as necessary to ensure ongoing
the FSD acknowledged the wallk-In freezer had @é\ compliance.
packages stacked to the celling tiot allowing for B
proper air clrewlation,
5 868 Regldential Care Sewvices 2.4.24.8.1 Medication | 5868
Services
2.4.24 (B) (1) Administrafion of Medications
1. Residences licensed at the M1 lavel may
administer medivations fo rasldents including, but
not fiimited to, ramaving medication confalhers
from storage, assisting with the ramoval of &
medication from a contalner for residents with
disabliity which prevents indepandence In this act,
andfor administering the medieation directly to tha
rasident.
Faciities Regufation
STATE FORM at0 ok 41 I exstitiruintlon shiest 42 of 19
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FORM APPROVED
Rl Dg t.of Health
STATEMENT OF DEPICIENCIES 1) PROVIDER/SUBPLIERIGEIA (2 MULTIPLE CONOSTRUCTION {%3) DATE SBURVEY
_ AND PLAN OF QORREQTION IBEMTIPICATION NUMBER: | o monoine: . COMPLETED
ALRO1820 i, WiNa 03/2412025
HAME OF PROVIDER OH 8UPPLIER STREETADDRESS, QITY, STATE, 21 QObE
10 QLD DIAMOND HILL ROAD
GHAPEL HILL CUMBERLAND, KI 02064
X4 in QUMMARY STEATEMENT OF DEFICIENGIER i PROVIDER'S PLAN OF QOBRECTION {H8)-
PREFX éEAGH LEPFICIENGY MUST BE PRECEDED BY FULL PRERIX EACH CORREQTIVE ACTION SHOULD b GOMPLETE
TAG EGULATORY OR L8G IDENTIEYING INFORMATION) TAG CROYG-REFERENCED TO THE ARPROPRIATE RaTE
DEFICIENGY) i
8§ 865| Contlnuad From page 12 8 bgb

a The resldent or guardian must provide
writtan authorzation for the resliance to provide
administration of medications.

b. Medicatlens shall ba administered In
accordance with written orders of a physislan.
Tha reaidence must provide in wiling, &
descriplion of vervices provided by the residence
to each physlclan, (neluding Imltations on senvica.

u. All medications must be checked egalnst a
physiclan's orders by a lloensad nuree, or
phearmaalst,

d. The residant must be [dentified piior to
administration of any medication.,

e. The medication must be in ths original
pharmacy-dispensed contalner with proper label
and diraotions atfachad and be admintstered In
accnrdancs with such labsl,

I Injestable medications, Incfuding but not
limited to fsutn, which cannot be self-
eiministared by the resident, must be
adiministered by a licensed nurse.

g. Therg shall ba wiitten a policy/procedure
far the disposal of hypodermls neadles, syringes
and other such instruments that Is In sotpliahos
with rues and regulations governing Hypodermic
Neadles, Sytinges & Other Such Inastruments
{Part 20-15-8 of this Titls).

{1} The legal destruetion of hypadermle
needies, syringes or other such Instruments is the
responaibliity of the inst entilied or authorized
POSEESS0L )

Faolilies Regitaton
STATE FORM
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(AA) All personial or realdents legally
anthorized to use disposal syringes and needlos,
shell destroy thern after one (1) use,

(BB) Excose and undesired needlos,
syringas and other such insbuments ehall be
storad In mpervious, righd, punciure- reslstant
contatnar for disposal, inteot naedles shal be
placad direstly Into the collacion contalners,

(CC) Parsonnel handiing disposa
wante makerlals such &s neadlies, syringes, and
cther guch instruments may freat and destroy
such wasia by a DEM-approved alternative
treatment/destruction techinology or prepare the
regulated medical waste for off-site transport by 2
DEM-permitted medical waste transporter.

h. Individual medication records must be
retained for each resident to whom medications
are being adminlsteret and each dose
adminiatared to the resident must be praperly
racorded.

L Any medication administered by the
rasldence and refused by a reslident shali be
documanted and reporiad, as approprista.

§ Medications shall be storad sectrely and in
such & mannar to prevent spoilags, dossys
errors, adminlstration errors, andior inappropriate
acaess, Provisions for safe storage may include
lockable contalnets, secure spacas, or lockable
units, as appropriate te the residenca and the
reskient population,

k. All medicafion In the resldence, regardless
of whether controlisd by employess or by the
resident, shall be stored securely ge stafed In §

FORM APPROVED
B Department of Healfh
STATEMENT OF DEFIGIENCIES {3) PROVIRERBURRLIERICLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND BLAN OF CORREGTION IDENTIFICATION NUMRER; A, BUILBING: COMPLETED
ALRH 820 B Wing 0312412025
NAME OF PREVIDER O SUPRLIER BTREETADDRESS, CITY, 8TATE, ZIF CORE
10 GLD DIAMOND HILL ROAD
CHAPEL HILL GUMHERLAND, R 02882
P EUMMARY STATEMENT UF DEFIGIENCIES 3] PROVIDER'S PLAN OF CORRECTION &)
PREFIX {EACH DEFICIENGY MURT BE PRECEDED BY FULL PREFI {EACH CORRECTIVE ACTION BHOULD RE GOMPLETE
TAG REGULATORY OR LSO IDENTIFYING INFORMATION) TAL CROBS-REFERENCED TO THE APPROPRIATE DATE
REFICIENCY)
8 886 | Conlinuad From page 13 8 &84
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FORM APRROVED
RI Bepartment of Health i
STATEMENT OF DEFGIENCIES {1} PROVIDER/UFPLIERGLIA {X2} MULTIPLE OONB'TRUSTION {9} DATE SURVEY
AND PLAK OF GORRECTION IDENTIFICATIONNUMEER: | o con e COMPLETED
ALRO1820 B, WiNe 03/24/2026
NAME OF PROVIDER Ot SUPPLIER STREST ADDRESS, GI7Y, STATE, 2P CORE
10 QLD DIARIOND HILL ROAD
OHAPEL HILL CUMBERLAND, RI 02604
Ism; I SUNMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 8
REFD {EACH DEFICIENRY MUST BB PREOEDED BY FuLL, PREFIX {EACH CORRECTIVE ACTION BHOULD i COMPLETE
TAG REGULATORY O LSG IDENTIFYING INFORMATION) ¥AD CHOSE-REFERENCED TO THE APPROPRIATE DATE
DEFGIENGY)
8 888| Continued From pege 14 5 Bas
2.4.24(A}3H=)(8) of thiy Part, 1. Resident ID #1 provided a lock box
and re-educated on keeping medication
I a";ﬂ eantrally stered medloations shell be secured In room,
maintalned in accordance with menbfachirer's X .
2. Audit of all residents who self-medicatis
Iahr:m%:{ld adminlsterad by authrized to be completed by 4/18/25 to ensure
pe ) all medications aré kept secure In thelr
] apartments.
This Requiteient Is not met es evidencad by: 3. ED and/or Designee to re-educate
Based un surveyor cbservatlon, and resident and nursing staff on med-policy and expec-
staff Inferviews, it has baen dstermined the tations on securing medications In
raeldence falled to ensure that madications shall resident apariments to ba completed by
be storad seouraly and in such a manner to I8 4118/25.

prevent spollage, dosaps errols, administration
arrore, andfor inappropriate acoess for 1 of 2
residents observed that seli-administer thelr
medications, Resldent ID %4, and the medlcation
cart on the speclal cate unit,

Findings are as follows:

A. Recopd raview of Resident 1D #1's asssssment
dated 12/9/2094 vavenlad the resldent
seif-administers hissher medications,

Durlng & aurvayor obsetvation of the rosldent's
raam on 32172028 medications were storad on
&ry open shalf,

Durlng & surveyer interview with the resident In
thia pressncs of his/her daughter on 3/21/2025 at
approximetely 11:50 AM, he/sha revoslad thet &
leckable conteliier or a locked cabinet was never
aiferad for himfher to store his/her medisations.

During a aurvayor obsarvation In the prosencs of
the Director of Wellness (DOW) on 3/24/2025 st
12:40 PM, the resident's apartment was left
unlocked, and the resldant was nat in hisher

AN

4. WD and/or Designes to complete
education with residents on securing
medications In their apartments. To be
completed by 4/18/25,

5. WD and/or Designee will aud!t 25% off
residents who self-medicate to ensure
medications are kept secure weekly x 8
weeks, and then monthly x4 months.

8. WD will report audit resulls in the
quarterly QA meeting x 6 months to
ensure continued compliance.

raom,
acilitles Requlation

STATE FORM
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FORMAPPROVED
Ri Danarimant of Heajth
STATEMENT OF DEFICIENCIES | (X1) PROVIDER/GUPPLIERIGLIA (43) MULTIFLE CONSTRUGTION (X2) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICGATION NUMBIER: A BUILTING: GOMPLETED
ALROS20 B, WiNG 0372412028
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STATE, 2iP LODE
10 GLD DIAMGING MiLL ROAD
GHAPEL HILL CUMPERLAND, R! 0284
%4) 1D BUMMARY STATEMENT OF DEFIOJENCIES I PROVIBER'® PLAN OF GORREGTION {0
émgm (EACH DEFICIENCY NUST BE PREGECED BY FULL PREFIX 'FACH CORRECTNVEAGTION SHOULD BE CoMPLETH
TAR REGULATORY OR LBG DENTIFYING INFORMATION) TAG DHOBY-HEFERENCED TO THEAPPROPRIATE DA
DEFICIENGY)
8868 | Continued From page 15 5 &66
During a eurveyor intsrview with the DOW 1. Resident ID#2 medications were
following fhie above cheervallon, she corrected to ensure blister pack and
acknowledged the resldent's apariment did not . EMAR matched in dirsctions,
have a locked cabinet oF a tock box for thae
regident o put hisher medioations in, She futther 2. Education completed with all nursing
vould not provide evidense that the resident's staff who administer medications on
medicatlons were stored securaly, -~ | notifying the nurse of conflicting informa-
I { tion on blister pack to be completed by
B, Duiing & surveyor nl:sen;attion ofthe &{% 4/16/25. .
medication cart on the speciel care uniton ‘| 8. Audit of all residents medications to
3202026 at 2:54 PM In the presance of Certified W,/ /| ensure EMAR and blister pack coincide
Medication Techniclan, $taff C, the foliowing ~=y| to be completed by 5/1/25.
medications for Resldent I %2 were revealed: Oy
% }{‘} 4. WD and/or Deslgnee will audit 10% of
1. Amedication card of Docusate Sodium 100 «v\ﬁ\\‘f\\ residents orders to ensure accuracy
millligram (mg) caps to be adminlstered iwice per wwekly x 8 weeks then monthly x 4
day, months,
5. WD will bring audit results to quartert
Review of tha resldent's physlian's order 9 ©q Y
revealed Docusata Sodium 100 mg o be So’?n’;,?a’ﬁgg‘_‘“s to ansure coninied
adminlstered dafly, dated 3118/2008,
2. Amadication eard of Gabapentin 100 mg oaps
fo be adminiatered In the moming and affemoon,
Review of the resident's phyaician's order
ravealsd Gabapentin 300 g caps by mauth dally
#t hediims, dated 12/15/2024.
During a surveyor nfarview immediately following
the above obastvations, Staff G acknewledged
the medicatlon card directions did not match the
physiclan's erdara for the abovs-mentioned
medleations,
During & surveyor Interview on 3/24/2025 at 8:48
AN with the Director of Wellness, she could not
previde evidencs the above-mantionad
medications wers sfored i pravent dosage
Faciles Ragutation
STATE FORM e 28401 #contlnuetion elwel 18of 18
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) FORMAPPROVED
Rl Devariment of Health
STATEMENT OF BEFICIENGIES (% FROVIDER/BUPPLIERICLIA €42 MULTIPLE CONBTRUCTION {X9) DATE SURVEY
AND PLAN OF GORRECTION | {DENTIFICATION NUMBER: A BUILDING: . COMPLETED
ALRO1520 8. WiNg N 0372442025
NAME GF BROVIDER OR SURPLIER STRERTADDRESS, CITY, §TATE, ZIF GoDE
CHAPEL HILL 10 OLD DIAMOND HILL ROAD

CUMBERLAND, Ri 02864

) ID

SUMMARY STATEMENT OF DERIDIENCIES

I
PREFIX

PROVIDER'S PLAN OF CORRECTION

2.4.30 {[) Safety Requirmente

1. Bach realdence shal develop and malnialn a
wiitten plen and procedure for the evaouation of
the pramises In caee of fire or other oinergency,
based on F1/F2 licenstire requiramesnts, Flre
Bafaty Code-Ceneral Provislons (R.1. Gan, Laws
Chapter 23-28.1) requiremants.

1. Emergancy sleps of acticn shall bg clearly
outlined and postad in consplcuous ecations
throughaut the residence,

2. Drills almufating fire smergenclus, taating
the eifectivansss of the fire svacuation plan shell
be sonducted at least s (8} imes per year on g
bimonthly basis with a minimum of two (2} drilis
cpndusted during the night when residents are
slasping with documentation of ohserved abllity of
resldents fo ¢arry out evacuation procedures, At
foast fifty percent (60%) of these drills shall bo
abstructed drilis, as deflned In Flre Sedety
Coda-Canerai Provislons (R.. Gen, Laws
Chapter 23-29,1),

3. The drills shedl be permitted to be
announced [n advancs to the residents. The drills
shall Involve the actual avacustion of al realdents
te an assembly point as specifisd In the
emergancy plan and shall provide rasidents with
expirianos In egressing through all exiés and
trisans of esoape required by the Fire Sataty
Code-General Provisiona (R, Gen, Laws
Chapter 23-28.1). Exits and meane of escape not
used In any fire drilt shall not be credited in

y Al conduct monthiy audits on fire drilis and

PREF)X {EADH DEMGIENOY WUBT BE PREDENED BY FULL (EADH QURRECTIVEADTION SHOULD Bl coRigTE
TAQ REQULATORY OR LYG IDENTIFYING INFORMATION) TAG cnoss-nareaeggég& OT%EAPPRGPRJATE DATE
§ §65| Confinuad From page 18 & 856

eiroe, as required,
8706 - Physloal Plant 2.4.30.1 Safsly Regulrements B705

1. An in-service was conducted with

staff on 3/24/25 to review the re ulation

on obstructed vs. unobstructed fire drills

%nddanxﬁount of time taken to complete
e grill.

2. 110 residents have the potentlal to be
affected by this alleged deficient practice

3, To enhance current compliant
cperations, the ED and/or Designee will

a yearly schedule developed planning
obstructed fire drills to ensure at least
fitty percent (50%) are obstructed.

4. The ED and/or Deslgnee wili report
audit results to the QA committes
quarterly x 12 months and follow up as
necessary to ensure ongoing compliance,

5. The next scheduled drifl by 4/15.

Facilities REgUAton
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A, BUILDING:

B.WING
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03/24/2025

NAME OF PROVIDER OR SUPFLIER
CHAPEL HIt,L

STREETADDRESS, CITY, §TATE, 2} CODE
10 CLD DIAMOND HILL ROAD
CUMBERLAND, Rl 02064

%) SUMMARY BTATEMENT OF DEFIOIENGIES
mmx {EACH DEFITENCY MUBT 52 PRECEDED HY FULL
TAG REGULATORY OR LOG IDENTIFYIRG INFORMAYION)

p
PREFIX
TAG

PROVIDER'S FLAK OF GORRECTION
(EACH OORRE(HIVE ACTION SHOULD BE
GROBSREFERENCED TO THE APPROPRIATE
DEFIOIENGY)

conPiETe
DATE

§ 7058 Continued From page 17

maeting the requirements of tha Fire Safety
Cods-General Pravisions (R, Gen. Laws
Chapter 23-28.1).

& Doctmentation of fire diifls shal be
malntalied and shall inalude no tess than the
fallowing Information:

{1} Name of the person conducting
tha drili;

(2) Date and fime of the dilfl;

{3} Amount of #ime {elen ta svacuats
the bullding or unit;

{4} Type of dtill (i.e., obairucted or
unobstructed),

(6} Record of problams encounterad
and steps taken fo reotify them;

(6} Employaa thservation of each
resident's abifity to carry out evacuation
piocedures,

4, Resldonta shall be hateuotad In ail
altarnative methods of escape sincs the primary
exit may ba unusable due to fire and/for smolis,
Sych Instruction shall be deciimanted I the
record desoribed In § 2.4.30{)(8)a) of thls Part.

5. Each new regjdent shall be crlerted to the
fire drll procedure on admisston, with
documantation of the orlentation placed in the
resldent’s record.

This Requirement is not met as evideniced by:
Based on record review and slaff Interview, it has
been defermined that the resldence's
donumantation of fire drifis failed to Include all the
fneceasary compotenis, including the amount of
fime tekan fo evacuate the buliding or unit, the
documantation further falled to provida at least

8705

Faciiiles Reguiation
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Lk
PREFIX
. TAG

SUNMNARY STATEMENT OF DEFIGIENC|ES
}{EACI—I REFIGIENDY MUST BE PRECEDED 8Y FLA,
GULATORY OR LA DENTIFYING INF ORMATION)

L2
PREFIX
TAG

CROSB-REFERENCEDTY) THE AFPROPRIATE

FROVIDER'S PLAN OF OORREGTION
(EACH CORREGTIVEAGTION SHOULD BE

QOD%PL,ETE
Pt
DEFICIENGY}

8706

Confinued From page 18

fifty percent (80%) of thesa driils shall be
obstructed dillls, as defined in Firs Safely
Code-Ganeral Pravisions (R.l. Gen, Laws
Chapter 23-28,1),

Findings ars as foliows:

Record review revesled fire drills were conducted
on 1/31/2024, RI29/2024, 3129/2024, 412912004,
B/30/2024, B/27/2024, 7/30/2024, 8128/2024,
BM172024, 10182024, 1111312024, and
143712024, :

Racard review revealad obstruated diills were
dooumented on 2/20/2024, 5/30/2024, end
11A13/2024, whichTs 26% of the dillls conductad,

Further reviaw of the fire drills duied 113172024,
730/2024, 101672024, and 12/27/2024, fallsd to
Inelude the amount of time taken to evacuate the
bullding or unit, as required,

During a surveyor intarvisw en 3212025 at
approximately 2:00 P with the Adrinlstrator, he
could fiof provida evidenos the obstructed fira
driis were conducied as required and the
dosumentation of fire difls was complste,
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