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500 Initjal qcmman,fs_- : 18008 The f iling .of this plan of correction
. | does not constitute that the
' Acomplaint investigation, ACTS reference : | defi iciency alleged did in fact -
.numbers. 102502, 103373, -and 103305, was - o} exist, rather this POC is filed as
conducted at his residence on 412812028 to. {0 I ewdence of the. facility's :
“defermine compliance with state laws and 1 - contiriuing commitment to hlgh
_l‘eQUfaf'OﬂS Deficlencies were identified. | - quality resident care:in full - ,
S compliance with stafe regulail_.ons,.- i
_S.250 Organization And. Managementz FRIYY | 5280 ' T
- '.Management Of Setvices-

1 2.4,14 (A) Management of Services o L --fhhj;fif.g'-

A. Each. residence shall prov;de semces with:

. acfequate professional and’ ancillary employees

and in-accordance with: applicable state law.

Further, the residence shall assurs thatall

sérvices are renderedin a safe and effective

- manner-and consistent with the requirements | .

hereini. The residence shall provide a -care-and . |

services fo:all residents in aceordance with the
prevailing community stanﬂard of care.

| 'This. Requitement is riot met a5 ‘evidenced by
{'Based on ebservaﬁan re ;

| services to all resi es with
S prevamng cammunfty standard'of care forall
1 residents relative to followi physician's orders:
C: o for therapeutic diets for Resident 1D #s 2and3
- | and-for'a singular resident wht 5.
_ setf—admin;stenng medication witheut a
physician’s order, Res:dent ID#1

Fm_dangs are as follows:
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- A Diet Requisition Form wﬂ! be - [05/22/26]
developed to send fo the. Dietary | |
Department for all ‘current resi-
dents needing a modified diet, |
~ This form will also be included in |
| New Resident Paperwork: - Upon

‘Mosby's 4th Edition, Fundamentals of Nursing,
page 314 states, “The. physicianis respons:ble for |
-directing med:cal treatment. Nurses are obligated |
Ho follow: physacian s orders unless they believe: |
| the-orders are in ertor or would harmithe clierits." |-

A 1 Record Teview of F{estdent ]D #2} 3 : admISS}On the fOTm if neec!Ed Wlll
| physician's orders revealed a therapeutic diet - be completed and Sent to Diefary.

order for a "Regular No Concentrated Sweets® | Acopy will remain in the Resident L
| diet: | Record. - The menu that correspongs-

to the specific diet; will be sentto °

2. Record review of Resident ID #3's physician's. | the Dietary Department for those |

| ordérs revealed.a therapeutic diet order fora. ‘ | residents. Audits will be conductec

"Regular NAS (No'Added Salt)" diet / | monthly X3 and quarterly X2, or. |

| until. compiiance has beén met

'Record review of the menu for Thursday | { The DNS or designee will report’
4/30/2026 revealed the following:: results at the quarterly QAPI

5@3 meeting X4.

tafian Sausage
'S'autteedrspiriach:

| Parmesan Noodles

| Dinner Rali/Margarine
Peach Crisp

Dunng & surveyor interview on 4/30/2026 af
approximately 12:10 PM with StaifA, ‘who was
assisfing ‘the residents in the dining room for the
junch meal, she indicated that there aie no entrée
or dessert options at mealtimes, aside from the
"Always Available™ menu, Additionally, she
indicatad that "speclai“ diéts re not served, all
residents receive the same meal unless they
‘choose not to-order it:

-B. Record review of Resident 1D #1's physician's
, orders failed ’co reveal o physiman order for the
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DEFICIENCY)

{ - Cortizone 10

- Neosporin

+ his/er bedside:

5250 Continued From page 2
resident to self-administer histher own
-Medications. Additionally, the resident's service
|- plan and comprehensive assessment ingicate
that the residence is res
| alt of the resident's medications.

{ During a surveyor observation on4/30/2026at
1 #pproximately 10:30.AM at histher bedside were
the following over the counter ointments: '

- Equate triple antibiotic cream

Additionally, a bottle of Systane eye drops was
also observed atbedside. '

‘During & surveyor inferview with the resident
immediately: following the above-mentioned.
‘Observations, the resident stated s/he also has:
Loperamide (medication used to treat diarrhea) at

| During:a surveyor intérview on 4730/2026 at
approximately 2:00 PM with the Director of -
Nursing Services, she was unaware that the;
 resident had medications af his/her'bedside and
indicated that Resident 1D #1 does not o

self-administer any of his/her own médications.
Additionally, sheindicated that she was unawere
that therapeutic diets are'not offered fo the
-residents per physician orders.

$ 625 Residential Care Services 2.4.26.A.3.A
‘Medication Services

| 2.4.26(A) (3) (A} Medication Services

ponsible for adiiinisteting| - -

. Q;/@:)?

15825

| All residents’ rooms will be inspec-| -
| ted for any medication notlistedon| - -
| the MAR: Calls wiil be placed to |
| PCPs 1o obtain orders for the.© |
| medications; along with ar order -

| fo-self-administer.” If the resident

| Is permitted to self-administer; they|
will be educated to store the medi-
- cation in their resident logkbox. if | . ..
| not permitted to self-administer the |

‘administered by appropriately
{ conducted as. part of the Medicatior]

| Lockbox Audit
and is ongoing. -

medication will be placed in the:
medication lockbox, Jabeled, and-

licensed staff. . Audits will be

y

x Audit., which occurs: month

Eaﬁ!iilés:Rggptaﬁun
STATE FORM

5899

TAXO1

I continuation sheet 30f7



Rl Department of Haalth,

FORM APPROVED

STATEMENT OF DEFICIENCIES. 0%1). PROVIDERISUPPLIERICLIA
| AND PLAN:OF CORRECTION. . IUENT}F[CAFGN-NUMBER:

ALROT308

(I MULTIPLE GONSTRUGTION

A BUILDING:.

| B WING,

[P DATE SURVEY T

. COMPLETED . -

G

NAME oF PRDWDEREQR S_U??‘-:!ER
- FOREST FARMASSISTED LIVING

STREET ADDRESS, GITY, STATE, 2P GoDE.
191 FOREST AVENUE
MIDDLETOWN, RI 02842

| o4izorz026 |

(XD -
PREFIX:
e

 SUNMARY STATERENT OF BEFICIENOIES,
(EACH DEFICIENGY MUST BE PREGEDED 8Y FULL
REGULATORY OR LSC IDENTIEYING INFORMATION)

o . :
FREFIX. -

. PROVIDER'S PLAN OF CORREGCTION

(EACH CORRECTIVE ACTION SHOULD BE ' | coipibre .

TG | '-'CRQSS—RE'EEQENCEES;TG THEAPPROPRIATE | DA®E -~ |
R ©o.. DERGIENCY) o e

 sigs

Continved From page 3

3. Each residence shall provide medication _
services only in accordance with the appropiiate
- Jevel of licensiire for which:the residefice is:

1 licensed, which shall be as follows:

a. Forassisted fiving residences ficensed at

| the M2 Level, assistance with self- administration |

by unlicensed employees means that the

| residence shafl anly be:,fespdr{sibie'f.ofremindiﬁg g
| residents to take medications, and:

{1 ) The resident or guardian mist provide:
- written-authorization for the residence fo pravide
- assistance with the selfadministration of

| medications;:

{2’)"rhie,-;¢§idénce:‘:‘:nustpmv‘z_de,,f’i_n _
writing, a description of services providad by the

| residence to each physician prescribing for a

resident, including limitations. on senvices;

(3) Employees may onlj remmind the

| esident and observe the self-administration of:

medication:

medication, nor hursing assessmentof the

| therapeutic or side effects after the medication is
|1 taken '

o {5) Except as provided'in§ 2.4 25(A)(3)
(a)(7) of this Part, the medication shall be in the.
original pharmacy-dispensed container with-
proper-abel and directions aitached:.

(68) Unlicerised employees shall not

| monitor health indicators, make medication

(4) The resident shail not require nursing |
| assessment of health status before receiving the |-

s
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| and the resident p

procedures marnual,

residence:

“and on-thie-jc
-and procedures; or

$625| Continiled From page 4  |'sexs
decisions, adjust medications or provide other | = |
i medical or nursing decisions: '

{7} For residents capable of
seif-administration of medication bt who wish o |
| ask-assisted living residence employees tousea | -
' me;:li%ei-‘(pjrezpuured;pac‘tkaging,dismbuticri -
| system), only registered medication aide,
licensed nurse, ‘or pharmacist shall organize the

1 medications for up fo-orie (1) week;

. {8) Al medication in the residence, N

- regardless of whether controlled by employees or |
by the resident; Shall be stored securely, Al |
] medications shall be-stored in'a mannerio.
prévent spoilage, dosage errars, administration |
' €ITOrS of inappropriate access by other residents, |
visifors, of unauthorized employees. Provisions
for safe storage may o .
] -inclu_de"£qckab!e"cq'nfainers;,; secure spaces, or
lockable units; as:appropriate tothe residence
pogpitation. '
| . (8) There'shall be documented policies or

procedures régarding medication disposal and
inventory procedures i the policies and

{10). Each person assisting residents with
seif-administration of medications shai:

(AR) Be an:employee of the:

(BB) Be fiterate In English; and

(CC) Receive orientation, instruction
ob training regarding relevant policies

~ BEFIGIENCY] : -

Facliites, Regulation
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(DD) B&'a licensed riurse.

- (EE) M2 Jevel facilities ray limit
- record keeping for residents who retain

| possession and control.of medications to the
| requirements of § 2.4.15(A)6) of this Part,.

| This Requirement. is not et as evidenced by:
| staff interviews, the residence ailed to ensure

‘medications are stored securely lo prevent.
dosage ermors and safety risks for the singular

Resident ID#1,

' Findings are as follows:

| During a surveyor observation on4/30/2026 at
. the following over the counter ointments:
-Ceorfizone 10

- Neosporin

~Equate triple antibiotic cream:

| Additionally, a bottie of Systanie eye drops wags

| allso observed at begside.

' During a surveyor interview Wifh'the'r-resident

| immediately following the above-mentioned .
 observations; the resident stated s/he also has -

his/har bedside.

During a surveyor intarvisw on 4/30/2078, at

| Based on surveyor observation, and residentand |

“approximately 10:30 AM at hisher bedside were |

Loperamide {medication used to treat diarrhea) at|

restdent reviewed for medication management; i 3 :

s

cohduc

Lockbo

All residents’ rooms wil be inspe:
{ed forany medication not listed on
the MAR.
PCPs fo .

to sel-ad

|cation in the&_r,res_i‘deht—iio'c;k_beng Iif{ -
not permitted to self-administer the|
medication will be placedin the _
medication lockbox; labeled, and . |
administered by appropriately
licensed staff, Audits willbe™ = | -
ted as part of the Medication|

and isongoing.

obtain-orders forthe - [ -
medications, along.with an order | S
Fadminister, If the resident |~ |
is permitted to self-administer, thgy |

-y [ Will be educated to store:the medi- |
N

Callswill be-placedto - |
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 approximatel

$625

‘medications should.n
- bedside.

fy 11:15 AM with the Direstor of
‘ Nursing Services, she acknowledged that the
ot have been stored af
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