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S 003 initial Comments 5003
An unannounced biennial Stafe Licensure survey
and a complaintiincident investigation survey
(RD7W11, 01/08/2026) were conducted af this
residence. Deflciencies were identified relative to Encil
the State Licensure survey. Gilities Regulation
5 385 Residency Requirements 2.4.17.C Resident 5385 Resident ID #1 01/26/26
Assessment/Service Plans Comprehensive Assessment has been
updated to accurately reflect the resident's
2.4.17 {C) Resident Assessment and Service current needs and abilities in order to
Plans formulate the service plan,
'C. The Department-approved assessment form, Resident ID #2
or such other assessment form as approved by Comprehensive Assessment has been
the Depariment, shall be utilized in completing updated to accurately reflect the resident's

current needs and abilities in order to

the assessment on each resident who Is admitted )
formutate the service plan.

to the residence, (Approved Department form is
available for downloading oniine at
hitp://health.ri.goviforms/assessment/AssistedLivi Comprehensive Assessment has been

ngResident pdf ). updated to accurately reflect the resident's

0 & L
. L R \ i current needs and abilities in order to
1. Assisted living resldences not intending fo \U formutate the service plan,
use the Department ' s assessment form shall

Resident 1D #3

submit their proposed assessment forms with a . (%9 Random audits were conducted of

cover letter of Intent to the Center for Health ON Comprehensive Assessments to ensure these

Facilities Regulation as specified in §2.4.6(A) of @ accurately reflect the resident's current needs

this Part. and abilities. '
2. All assessment forms shall report ' Education was provided to the Program

information appropriate to determine compatibility Directar on the completion of Comprehensive

and compliarce with the residency criteria, and Assessments.

shell indicate that the resident * s needs can be

met by the assisted living residence within its Audits of the Comprehensive Assessments

licensure level, and shall gather information will be conducted by the Cilnical Services

appropriate for the development of an Director/designes monthly and presented to

QAFPI commitiee until it is determined

individualized service plan. ; i )
compliance is achieved.

: a. The assessment form shall be
desrgned to demonstrate compliance with the

SENTATIVE'S SIGNATURE TTLE {X8) DA]
570 e Dieche 1/23/05
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5385 Continued From page 1 5 385 The Executive Director is responsibie to

assisted living resldence’ s criteria for residency. ensure compliance.

b. The assessment form shall also be
designed fo demonsirate that the assisted living
 residence can meet the resident's needs and
preferencas.

3. The assessment form shalf also be
designed fo provide information appropriate for
the development of an individualized service plan
in accordance with § 2.4.16(G){1) of this Part. \r\\y

This Reguirement is not met as evidenced by:
Based on record review and staff inferview, it has
been determined that the residence falled to
accurately reflect the resident’s needs and
abilities on the comprehensive assessment, to
accurately formulate the service plan, for 3 out of
5 residants reviewed, Resident ID#s 1, 2, and 3.

Findings are as follows:

1. Record review revealed Resident ID #1 moved
into the residence in March of 2024 witha
diagnosis including, but not limited o, dementia,
.Record review of the resident’s comprehensive
‘assessment updated on 12/5/2025, revealed
under "Section Two-Activifies of Daily Living," the
“following:

Toileting: minimal assist

Dressing: maderate assist

Bathing: minimal assist

Facilitles Regulatlon
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S 385 | Continued From page 2 5385
Record review of the resident's service plan dated|
121812025, revealed the following: '
Toileting: extensive assist
‘Dressing: extensive assist
Bathing: dependentiotal assistance
2. Record review revealed Resident ID #2 moved
into the residence In April of 2025 with a
diagnosis including, but not fimited {o, epilepsy {a
‘neurclogical disorder characterized by recurrent
seizures).
Record review of the resident's comprehensive
assessment, dated 12/2/2025, revealed under
"Section Two-Activities of Daily Living,” the
following:
Toileting: minimal assist
Dressing: minimal assist
Bathing: left blank
-+ Record raview of the resident’s service plan dated
12/412025, revealed the following:
Toileting: extensive assist
Dressing: extensive assist
Bathing: extensive assist
3. Record review revealed Resident ID #3 moved
into the residence in Oclober of 2025 with a
diagnosis including, but not limited to, dementia.
Record review of the resident's comprehensive
Faclfities Regulation
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assessment dafed 9/22/2025, revealed under
"Section Two-Activities of Daily Living," the
following:

Toileting: moderate assist
Bathing: left blank

Record review of the resident's service plan dafed
10/10/2024, revealed the following:

Toileting: extensive assist
Bathing: extensive assist

During a surveyor inferview with the Administrator
on 1/8/2026 at approximately 11:30 AM, she
cotid not provide evidence that the
above-mentioned assessments accurately
reflected the resident's needs fo formulate the
service plan accurately,

8 390 Residency Requirements 2.4.17.0 Resident
Assessment/Service Plans

:2.4.17 (D) Resident Assessments and Service
Plans

D. The assessment shall be reviewsd and at
intervals not fo exceed twelve (12) months and
sach time a resident's condition changes
significantly.

This Requirement is not met as evidenced by
Based on record review and staff interview, ithas
been determined the residence failed to review
the resident's comprehensive assessment at
intervals not to exceed (12) months and each
time a resident’s condition changes significantly

§ 385

S 380

_ q}g\\w

Resident 1D #2

Comprehensive Assessment has been
updated to accurately refiect any outside
services being provided to the resident,

Resident ID #3

4+ Comprehensive Assessment has been

updated to accurately refiect resident's current
needs and abifities and any outside
services being provided to the resident.

01/26/26
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relative to outside sefvices for 2 out of 4 residents |

reviewed, Resident D) #s 2 and 3.

1. Record review revealed Resident 1D #2 moved
inte the residence in Aptll of 2025 wlth a
diagnosis including, but nof limited to, epitepsy (a
neurological disorder characterized by recurrent
selzures).

Review of the enfrance conference form revealed
the resident is receiving physical therapy (PT).

Review of the resident's progress notes, revealed
“a note dated 12/4/2025 that the resident returned
‘to the assisted living residence from a skilled
facility.

=R«ec:t:»rd review of the resident's comprehensive

assessment, dated 12/2/2025, indicated that the
resident was receiving PT and occupational
therapy (OT). The assessment failed to
accurately reflact the resident's recaipt of OT and
add a start of care date for PT.

" During a surveyor interview with the Adminisirator
-on '1/B/2026 at approximately 11:30 AM, she

could not provide evidence the assessment was
updated to reflect outsids services accurately.

2. Record review revesled Resident 1D #3 movad
into the residence i Ocfober of 2025 with a
diagnosis inciuding, but not imited to, dementia.

Review of the entrance conference form revealed
the resident is recelving wound care services.

Review of the record revealed notes from an

outside provider. The resident was receiving PT
from 1272472025 to present,

Random audits were conducted of
Comprehensive Assessments to ensure
these accurately reflect the resident's
current needs and abilities. Including
outside services received.

Education was pravided to the Program
Director on the completion of Comprehensive
Assessments.

Audits of the Comprehensive Assessments
will be conducted monthly by the Clinical
Services Director/designee monthly and
presented to QAP committes until it

is determined compliance is achieved,

The Executive Birector is responsible to
ensure compliance,
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‘During a surveyor interview with the Administrator
on 1/6/2028 at approximately 11:00 AM, she
revealed the resident Is receiving wound care and
PT services with a start of care of 11/17/2025 and
1212412025, respectively.

Record review of the resident's comprehensive
assessment dated 9/2/2025 failed to be updated
to reflect the resident is receiving wound care and
PT services.

Additionally, the comprehensive assessmant,
"Saction Six-Medications," was not fully
completed and "Section Seven-Assessment
Summary,” was not completed.

During a surveyor interview with the Administrator |
on 1/8/2025 at approximatsly 11:30 AM, she
acknowladged the assessment was not updated
{o reflect the resident receiving wound cara and
PT services. She further acknowledged Section
Six of the assessment was not completed In its
entirety and Section Seven was not completed,
as required.

§ 415, Residency Requirements 2.4.17.G.3 Resident 5415 | Rasident ID #1

Assessment/Service Plan Resldent service plan has been updated to
“reflect current care and services provided.

01/26/26

2.4.17 (G)(3) Service Plans Q) In addition, service plan has been signed by
N\ | RN and Administrator,

3. The service pian shall be reviewed by both 0\

parties at intervals not to exceed twelve (12) - (?\ Resident ID #2

months and each fime a resident's condition Resident service plan has been updated to

changes significantly and aii changes shall be refiect current care and services provided,

acknowiedged in writing by both parties. In addition, service plan has been signhed by

the Administrator.
This Requirement is not met as evidenced by

' Based on record review and staff interview, it has
been determined the residence failed to review

Facilities Regulatton
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3§ 418 | Continued From page 6 5415 Resident 1D #3

the resident's service plan at intervals not fo
exceed (12} months and each time a residenf's
condition changes significantly, requiring outside
services, for 3 of 4 residents reviewed, Resident
ID#s 1,2, and 3.

Findings are as follows:
1. Record raview revealed Resident ID #1 moved

into the residence in March of 2024 with a
diagnosis including, but not limited fo, dementia.

receiving palliative care with a start of care date

Review of the record revealed the resident is Q
of 12/6/2025.

Record review of the resident's service plan,

1 dated 12/8/2025, failed fo reflect the resident is
| receiving paliiative care.

Additionally, the service plan failed lo reveal the
Registerad Nurse (RN) and Administrator's

| signature.

During & surveyor intetrview with the Administrafor

1 on 1/8/2026 at approximately 11:30 AM, she

could not provide evidence the service plan
reflected the above-mentioned service,

| Additionally, she could not pravide evidence of

the RN or Administraior's signatures.

2. Record review revealed Resident 1D #2 moved
info the residence in Aprit of 2026 with a
diagnosis including, but not limited to, epilepsy (a
naurological disorder characterized by recurrent
seizures).

Review of the enfrance conference form revealed
the resident is recelving physical therapy {(PT).

Resident service plan has been updated to
reflect current care and services provided.
In addition, service plan has been signad by
the Administrator.

Random audits were conducted of Service
Plans to ensure they accurately reflect

the resident's current needs, outside services
received and have required signatures by the
RN and Administrator,

Education was provided to the Program
Director on the completion and accuracy
of Service Plans.

Audits of the Service Plans will be conducted
monthly by the Clinical Services
birector/designes monthly and presented to
QAPI commitiee until it is determined
compliance is achieved.

The Executive Director is responsible to
ensura compliance,

Facllities Regulaﬂnn
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Record review of the service plan, dated
12/4£2025, failed to reveal that the resident is
receiving PT.

Additionally, the service plan failad fo reveal the
Administrator's sighature.

During a surveyor interview with the Administrator
on '1/8/2026 at approximately 11:30 AM, she
could not provide evidence the service plan was
updated fo include the resident is receiving PT
services. Additionally, she tould not provide
evidence of her signature on the service plan.

'3, Record review revealed Resident 1D #3 moved
into the residence in October of 2025 with a
diagnosis including, but not limited fo, dementia.

Review of the enirance conference form revealed
the resident is receiving wound care services.

Review of the record revealed notes from an
oufside provider. The resident was receiving PT
from 12/24/2025 to present.

During & surveyor interview with the Administrator
on 1/8/2026 at approximately 11.00 AWM, she
revealed the resident is receiving wound care and
PT services with a start of care of 14/17/2025 and
12/24/2025, respectively.

Record review of the service plan, dated
“40410/2025, failed to reflect it was updated
relafive to the above-mentioned services.

Additionally, the setvice plan failed to reveal the
Administrator’s signature.

During a surveyor interview with the Administrator
on 1/8/2026 at approximately 11:30 AM, she
Facllitles Regulation
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could not provide evidence the service plan was
updated to include the above-mentioned services,
Additionally, she could not provide evidence of
her sighature on the service plan.
5 560! Residential Care Services 2.4.23.C Dietetic 8560 1. 01/26/26
Services Can opener was cleaned of debris.
2.4.23 (C) Dietetic Services Sait scattered on the inside bottomn of a white
container was emptied and container was
C. The food service in each residence shall cleaned,
comply with the appropriate requirements of R,
Gen. Laws Chapters 21-27 and 21-31, Part Three cutting boards were disposed of and
50-10-1 of this Title, Rhode Island Food Code, reptaced with new cutting boards.
and such other applicable statutory or regulatory
provisions. A,
Shelf with spiled sugar and yeliow cake mix
was cleaned.
This Requirement is not met as evidenced by: : . )
Based on surveyor observation, record review, Pest control plan in place for fiies.
and staff inteiview, it has been determined that Qy B
the faCIllty failed fo Cﬂmpl_‘,’ with all apprcpréate Y DB'E unit inside lid was cleaned far the
standards of the Rhode Island Food Code relative QQ\\ accumulation of crumbs
L A . .
to the main kitchen, Bailey's kiichenette, third
'ﬁcml' kitchen, and the SﬂChUESt k{tchEnette. Butter package that was Opened was
disposed of.
| Findings are as follows:
i c.
Record review of the 2022 Food Code published Walk-in freezer was swept and cleaned.
by the U.S. Food and Drug Administration Section
4-801.11A states in par,"...Equipment food 2.
contact surfaces...shall be clean to sight and Bailey's kitchen microwave was cleaned.
touch..."
3.
| Record review of the 2022 Food Code published Third floor kitchenette under sink was cleaned.
by the U.8. Food and Drug Administration Section . _
4-601.11 (C) states in part,”...non-contact Area near ice machine was cleaned.
surfaces of equipment shall be free of an
accumulation of...other debris.."
Faciities Regulation
STATE FORM 6698 ELV21% i continuation sheet 8of13
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$ 860} Continued From page & 5580 Ice cream was disposed of and frost removed.
Record review of the 2022 Food Code published Hood siats were cleaned.
hy the U.S. Food and Drug Administration Section '
i h eutting board .

£.501.113 states in pari, "receptables and wasts Red and green cutting boards were reptaced

| handling u““'ts for refuse...shall be kept Underneath the hood of the deli bar was
covered... ceaned.
Record review of the 2022 Food Code pub“Shed Lid was placed on trash container when not
by the U.S Food and Drug Administration Section in use.
3-501.16 (A) (2) states in parl, "...except during

| preparation, cooking, or cooling... , 4, :
timeftemperature control for food safely shall be Seafood salad and coleslaw was disposed of. |
maintained at 51 degrees C. (Celsius) 41 degrees N
F(Fahrenheit)..." S\ | The Food Service Director conducted a full

($ house sanitation audit,

1. During & surveyor observation of the main . ) i
kifchen on 1/6/2026 af approximately 8:45 AM, in Dietary staff education was provided on
the presence of the Director of Culinary, the sanitation and proper food temperatures,

| following was observed: - . )

The Food Service Director/Designee will

_ : . conduct monthly audits and findings will
can opener with an accumulation of debris. be brought to QAPI committee unil
salt scattered on the inside bottom of a white compliance s determined.
container that containg a bottle of honey and The Executive Director is responsivle to
waffle syrup. ensure compliance,
-three cutting boards {green, light green, and red}
were scored.
During & surveyor interview with the Director of

| Culinary, following the above observations, he
acknowledged the can opsner and the container
were not clean. He further acknowledged the
above cutfing boards were scored,
A. Surveyor observation of the dry storage area,
in the presence of the Director of Culinary, the
following was observad:
-a shelf with a pile of spilied sugar and yellow

Facilities Regulation o
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Continued From page 10 '
cake mix,

-flies were noted to be flying in the area.

During a surveyor interview with the Direclor of
Culinary, following each observation, he
acknowledged the shelf needed to be cleaned,
He further acknowiedged the flies.

B, Surveyor observation of the deli unif, in the
presence of the Director of Cuilinary, the fellowing
was observed:

-along the inside of the fid had an accumulation of
crumbs.

-a butter package that was opened, half of it dried
out,

Buting a surveyor interview with the Director of

Culinary, following the observation, he

acknowledged inside the dell unit needed
cleaning and he discarded the butter.

G. Surveyor observation of the walk-in freezer, in
the presence of the Director of Culinary, the
following was obsarved:

-behind and undermneath the shelves was an
accumulation of food matier, small pieces of
paper, and fape.

During a surveyor interview with the Director of
Culinary, foliowing the observation, he
acknowledged the floor in the freezer was not

‘kept clean,

-2. During a surveyor observation of the Bailey's
kitchen on 1/6/2026 at B:45 AM the following was |

observed:

5560

Faollities Regulation
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SUMMARY STATEMENT OF DEFICIENCIES

-inside the microwave had dried liquid and food
matter.

Puring a surveyor inferview on 1/6/2026 at 9:45
AN, Culinary Aide, 8taff A, could not provide
avidence that the microwave was clean,

3. During a surveyor cbhservation of the third-floor |

kitchenette at approximately 10:25 AM, the
following was chserved:

-under the sink were wrappers, bottle caps, and
debris.

-next to the ice machine on the floor were a
bunch of sugar packets and plastic wrappers.

-the ice cream freazer with 4 large containers of

ice cream not covered tightly and the Inside of the |

freezer had a build-up of frost.
-hood slats with a heavy accumulation of debris.

-red and green cutfing boards stored with food
matter on them,

-underneath the hood of the deli bar along the

' back edge and corners, had an accumulation of
L crumbs.

-no lid on the trash container when not in use.

| During & surveyor Interview with the Service

Manager, Staff B, on 1/6/2028 at 10:40 AM, she
acknowledged under the sink and next to the ice
machine was not kept clean, she finther
acknowledged the hood slats had a heavy
accumulation of debris, the cutting boards and
undemeathe the hood of the deli bar was not kept

x4 o PROVIDER'S PLAN OF CORRECTION x5
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
$ 5607 Continued From page 11 5 560

Facifles Regulation

STATE FORM

6BEQ

EEV2Z11

[ contimation sheet 12 af 13




& Department of Health

PRINTED: 01/13/2028
FORM APPROVED

clean, and the frash container did not contain a
lid.

4. During a surveyor observation on 1/7/2026 at
approximately 12:40 PM of the Sachuest
kitchenette on the second floor, was a pan of
seafood salad and a pan of coleslaw sitting out
on the counter duting service, not on ice.

During a surveyor interview with Nursing
Assistant (NA}, Staff C, following the above
observation, she was asked to take the
temperature of the above items at the end of
service. The temperatures of the above items
were 54 degrees Fahrenheit and 53 degrees
Fahrenheit respectively.

Buring a surveyor interview with the Director of
Culinary Sarvices on 1/7/2026 at approximately
2:00 PM, he could not provide evidence the
above items wers kept out of the temperature
danger zane.
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