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8003 Initial Comments Soo3 This plan of correction conistitittes
o my written compliance for the
Acomplaint investigation, ACTS references deficiencies cited. However,
numbers 103265,103210 and 103362, was submission of this plan of
conducted at this residence on (0411072028 correction is not an admlsgon
through 04/13/2026 to determine compliance with that a deficiency exists or that
state laws and regulations. Deficlencies wera one was cited correctly. This plan
identified. of correction is submitted to
_ meet requirements by state law,
$ 210 Organization And Management 2.4.13.H s210
Adminlstrative Management 5210 o
_ I Under the direction of the new
2.4.13 {H) In-service Training ; o1 leadership team, all current
_ ‘ LN dietary personnel will be
i. Employees shall have on-going, at intervals not] ..~ immediatefy retrained on all

fo exceed twelve {12) months, in-service traihing
as appropriate for thelr Job classifications and
including the topics cited in § 2.4.12(G) of this

required initial and annual in-
service topics applicable to their
roles. Retraining will be

Part.
completed to ensure alf dietary
2. All new employee orientation and on-gomg ' staff meet regulatory training
in-service training shall be documented in the requirements.
employee's personnel file, and maintained onsite Completion Date: 5/15/26 5/15/26

at the licensed residence. _
The Administrator and/or

’ ' : ‘ a designee will conduct a
complete review of all employee
personnel files to verify

This Requirernent is not met as evidenced by completion and documentation

Based on record review and staff interview, it has of reqmred initial and ongoing

been determined that the residence failed to annual training for dietary staff

ensure employees have appropriate initial and and other applicable employees.

on-gaing, at intervals not to exceed twelve {12)

months, In-service training in all required topics Completion Date; 5/15/26 5/15/26
for dietary personne. '

Findings are as follows:

The Rhode Island Depariment of Health recaived
a residence reporfed incident on 2/27/2026
alleging thad there,yvas smoke coming from the
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§210{ Continued From page 1 $210 All dietary staff will be
. . immediately retrained on Hazard
opposite end of the kilchen. Communication/Right
Record review of the residence's internal to Know requirements and the
investigation dated 3/2/2026 revealed that the fire safe handling of chemicals used
alarm was activated due to smoke coming from within the dietary department.
the laundry room, caused by a fire Inside the. Dietary staff will also be "
dryer unif. The materials that were inside of the reeducated that all cleaning
dryer consisted of kitchen rags that emitted a cloths are to be laundered
noticeable chemical/cleaning solution ador; which exclusively by the facifity's
may have contributed to the ignition. contracted commercial laundry
, service and not laundered in
During & surveyor observation on 4/10/2026 at house.
approximately 10:15 AM of the main kitchen, a Completion Date: 5/15/26 5/15/26
chemical cleaning agent, with a2 manufaciurer '
label of "First Mark Foaming Oven & Grill The Safety Data Sheet (SDS)
Céeaner“ wa;(s observed stored on a sheif located - binder will immedi ately be
BhOVE a8 Binx. (il audited for accuracy and
e F s leteness.
Record review of the label on the WAy | compiete o, .
above-mentioned chemical cleaner stated in part, | > ltiomplgt!on Eaﬁe' dS/ 15/26 5/15/26
'Extremely flammable...Keep away from heat; I nspection of the dryer was
open flames, hot surfaces...” . 0 conducted on )
3/4/2026 and remains
Record review of the SDS (Safety Data Sheet) inoperable until replaced or
book located in the main Kitchen falled to have repaired.
the SDS shest for the ahove-mentioned
chemical. Under new leadership, The
_ Highlands has implemented a
During a surveyor inferview immediately following standardized onboarding and
the above-mentioned observation with a dietary annual training tracking process
cook, Staff C, he revealed that the cleaning cloths to ensure all newly hired dietary
that are used by the dietafy staff are |aund8feld af personnél raceive appropriate
the residence or bﬂ a °°‘_‘t'a‘?;‘.3tg Iaugxd;y' senike. initial orientation and required
gzg:sa?;:ﬁ{?ﬁ:é?;rgg:b?e & chemicals in ongoing in-service education.
P : Training compliance will be
During a surveyor interview on 4/10/2026 at r_nongr? ;2? ;quga:;:zdmed
approximately 11:30 AM with the Administrator, pers " _-d' te aud |
she was unable to provide evidence that the maintained training lags.
dielary staff had been in-serviced on the chemical
Facllitles Regulation
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§210] Continued ?"i’dm page 2 5210 The Administrator ahd/or
usage and hazards of cleaning products and was d?-‘%'@"—'%“" ! al“d't a mmlmun}
unable to provide evidence that the SDS book of 10% of employee personne
held a sheet for the "Foating Oven &Grill files monthly x 90 days and
Cleaner " quarterly thereafter.
S 2501 Organization And Management 2.4.14.A 5250 Completion Date: 7/21/26 7/21/26
Management Of Services Results Sf the audits wilf bﬁ ‘
, ; reviewed quarterly through the
2.4,14 {A) Mahagement of Services Quality Assurance/Pe rformance
A. Each residence shall provide services with improvement (QAPI) program.
adequate professional and ancillary emnployess ) \ L .
and in accordance with applicable state law. Any identified deficiencies will
Further, the residence shall assure that all be addressed promptly through
services are rendered in a safe and effective retraining and corrective actior.
manner and consistent with the requirements Completion Date: Ongoing ongoing
herein. The residence shall provide all ¢are and . _ _ ‘
services to all residents in accordance with the The Safety Data Sheet SDS)
prevailing community standard of care. binder will be audited for
~ accuracy and completeness
‘%{j monthly ongoing by the
Regional Food Service Director
| {FSD} and/or Divisional FSD.
* f 5 ) I + . | '
-, W R
This Regiirement s not met as evidenced by: C}} Findings from the audit wili be
Based on observation, record review, and A reported and reviewed through
resident and staff interviews, it has been ¥ the Quality
determined that the residence failed to provide Assurance/Performance
services o ail residents in accordance with the Improvement (QAPI) program
prevai.ling oomn]unity standard of care relative to to ensure compﬁance and to
following physician's orders for one of two identify and address any
residents reviewed, Resident ID #2. needed corrective actions.
Findings are as follows: Once the on-site Food Se?!!icg
Dire osition is filled,
The Rbode Island Department of Health received irector (FSD) p sition is .
) : the FSD will receive training on
an anonymous complaint on 3/8/2028 alleged in Right to Know and SDS
part that medications were not bsing ordered and management upon
that medications were missing for a few days or
Facilittes Regulation '
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$ 250 Continued From page 3 8250  |hire and will include verification of SD§
—— accuracy and chemical safety
: compliance in their weekly departmental
Record review of Resident ID #2's physician's audits.
orders for medications fncluded but were not T Hi
limited to: Completion Date: Upon hire; ongoing |“PON FIT
, weekly thereafter. ongoing
- Ear Wax Remaoval Drops weekly
= Loperamide {used fo freat diarhea) 2mg The {\dn’umstrator w‘“ be resp onsli?le ﬁpr
capsule monitoring all reports and the Regiondl
o Director of Operations or Resident Carg
- MiraL AX (laxative} 17 gm (grams) |will complete random intermittent
_ _ reviews for compliance.
During & surveyor ohservation on 4/10/2026 at '
approximately 2:00 PN{ of _the medrcali_on cari, the The Administrator or designee will be
above-meanfioned medications were not availabie. responsible for scheduling and
Further record review of the physician’s orders documenting all in services.
revealed an order for Vitamin D2 50 mcg , . ‘
{micrograms). Quarterly QA Reviews will be conducted
by the Administrator, Regional Director
During & surveyor observation of the medication of Operations or Resident Care and the
cart revealed that Vilamin D2 50 meg was not information wilf be filed in the QA binder.
available and that the supplement that was being . . ‘
administered to the resident was Vitamin D3 5250
20mcg. . —
Resident ID #2: Medication orders werg
Recard review failed fo reveal that the physician .. [immediately reviewed and resolved as
was made aware of the above-mentioned /] findicated with ear wax removal drops,
medications not being available and that the I3 1% IMiralAX, loperamide and vitamin D
incorrect Vitamin D and doses were being i_ 1 /.y |delivered and available.
administered. iV
kR L T . s
During a surveyor interview on 4/10/2026 at N Al nurses S“d medication t“?Ch“'F'a“S
approximately 2:15 PM with a Registered Nurse, { ¢ will be re-educated by the .Re5|dgnt Care
Staff B, she was unable to provide evidence that Director (RCD) and/or RN Designee o
the above-mentioned medications were available the
and that the resident was given the correct
Vitamin D and dose,
Facifiies Regulation
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managers cer&ﬁed in food safety.

4. Ressdences that have a llcensed capacity
of twenty-five (25) or fawer residents and. that
employ five {5} or fewer full-ime equivalent
employees involved in preparation and serving of
food, shail only be required to employ one (1) full
time manager certifled in food safety.

A complete medication cart audit will
be completed within 30 days to
fnnsure accuracy and availability of all
edications ordered.

Any identified discrepancies will be
Hocumented and immediately
ectified as indicated with provider
notification,
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S 580 Continued From page 4 $880 | community's medication
L b management policies in accordarice
5580 Residential Care Services 2.4.23.G(1-4) Dietefic | S580 | yith RIDOH Assisted Living
Services Residence Regulation S-250.
2.4.23 (G} {1-7) Dietetic Services. Education will include proper
medication ordering procedures,
G. All foud services shall be conducted In Jerification of provider orders, and
accordance Wlth Part 50‘10“2 Qf ihlS T”E required commuHication withthe
Certification of Mangggrs in Food Safety that primary care provider (PCP) when a
mc!u'dg bu't are not fimied ta the following medication is unavailable, when an
provisions: ncorrect dose has been
iy hdministered, or when clarification of
1, Each residence where potentially PR :
hazardous foods are prepared shall employ at 2 medication order is required.
feast one (1) fulllime, on-site manager certified in . L, . .
food safety who is af least eighteen {18) years of ( . «{Q Completion Date: 5/15/26 5/15/26
age.. )
s ‘j}} f/ . Mursing staff will be re-educated by
2. Residences that primarily serve thie elderly [\~ the RCD or RN Designee on when a
and Individuals with diminished Immune systems | " PRN medication is determined to no
shall have a manager certified in food safety Q:\:%s,: onger be clinically indicated or
present during preparation of all hot potentially ’?} itilized, the nurse is required to
hazardous foods. ] hotify the PCP to obtain an order to
. i ) Hiscontinue the medication in
* 3. Residences that have a licensed capacity ' compliance with $-250 requirements - ‘
of fwenty-six (26} or more residents and that or current and accurate medication
employ ten {10) or more fult—tzme equivalent brders
employees directly involved In food preparation b
shalt employ at least two (2) full fime, on-sie Completion Date: 5/15/26 5/15/26
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5 580 Continued From page & 5 580 The Resident Care Director (RCD)
or RN Designee will audit a
This Requirement is not met as evidenced by: minimum of 10% of resident’s
Based on observation, record review, and staff medication orders and
inferview, it has been determined the facility failed medication cart supply monthly x
to ensure that all food services are conducted in 90 days and quarterly thereafter.
accordance with Cerlification of Managers i Any identified non-compliance
Food Safefy (216-RICR-50-10-2) relative fo the will be addressed promptly
preparation of all hof poténtiafly hazardous foods. through corrective action,
. - re-education, and provider
Findings are as follows: notification as indicated,
Areported community complaint was received by | /7 .; ‘- .
the Rhode Island Department of Health on m\iz ;/ . Completion Date: 7/21/26 7/21/26
11/14/2025 alleging that the residence doesnot | + 1V /. o
by’ feging that I ; \g;/ ~| Results of the audits will be

have "Rhode Island Food Szfely Managers” on
duty during the preparation of potentially hot
hazardous food items.

Retord review of the plan of correction for the
survey conducted on 12/3/2026 revealed that the
residence had hired wo full-time Ri-icensed
Food Service Managers and allged they were in
compliance as of 12/20/2025,

The Rhode Island Department of Health received
a compiaint on 3/9/2026 alleging, in part; that
there is not encugh food ar snacks for the
residents.

During a surveyor interview on 4/10/2026 of the
main dining room during the breakfast meal,
Resident ID #s 1, 2, and 3 revezled that they do
get enough food at mealtime and that the snacks
are limited.

Record review of the. menu for Friday 4/10/2026
revegled the following:

- Grilled Flank Steak
- Pecan Crusted Salmon

reviewed quarterly through the
Quality Assurance/Performance
Improvement (QAPI) program.
Any identified deficiencies will be
addressed promptly through
retraining and corrective action.

Completion Date: Ongaing

The Administrator and Resident
Care Director will be
responsibie for monitoring all
reports and the Regional
Director of Resident Care will
complete random intermittent
reviews for compliance.

The Resident Care Director or
designee will be responsible for
scheduling and documenting all
in services.
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5 580| Continued From page 6 8 580 Quarterly QA Reviews will be

conducted by Administrator,

- Mashed Potato Mgttt ;
| oes Regional Director of Operations

~ Broceoli |
- Chef Special Dessert or Resident Care and the

information will be filed in the
During a surveyor observation of the café on QA binder.

4/10/2026 at approximately 10:45 AM revealed a
fruit bow! of bananas was avallable along with hot
beverages. 5580

The community will ensure that a

During a survejor observation on 4/10/2026 of certified Food Safety Manager

the lunch meal, porfion sizes served wers
adequate and no resident concerns were
revealed related to portion sizes.

(FSM} is present during all food
preparation and service periods.
FSM hours will be clearly

reflected on the posted food
service schedule to ensure
continuous. oversight during all
meal preparation times.

During a surveyor obseivation and interview of
the maln Kitchen on 4/10/2025 at approximately S0
10:30 AM, with Dietary Cook, Staff C, he revealed w
that the Food Service Manager was on & leave of /,\;35;\

absence and that he was in charge. o
Current staffing assignments and

Record revisw of the dietary schedule for the - schedules were reviewed to
month of Aprif revealed on the following dates g g‘) ensure certified coverage as
when a R.| Food Safety Manager was not on duty % required.

during the preparation of pofentially hof . )

hazardous focd items: i .
192 | s. Completion Date: 4/23/26 4/23)26
020
-4 .
- AI8/2096 .St_aff C remains employed and
- 4/8/2026 maintains current Food Safety
- 4/10/2028 : Manager certification,
- 4115/2026 Staff D is no longer employed by
- 411612026 The Highlands and has been
. :ﬂ;ﬁgﬁg removed from all schedules and
- 41102026 consideration for FSM coverage.
< 4£22/2026
- 4/23/2026
- 4/24/2026
- 4/25/2026

Facliities Regulatfen
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§ 580| Continued From page 7 S 580 ‘The Highlands is actively
interviewing for a new Food
Record review of the dietary work schedule for S.erv ice [_)l_rectar and C.OOk who
411012026 revealed that Dietary Cook, Staff C, hold current Food Safety
had a current Rhode Island Food Safety Manager Manager certifications. Once
Certificate, and it was visibly posted in the main hired, certification status will be
kitchen. Furthef review of the work schedule . verified prior to scheduling
revealed that Dietary Cook, Staff D, was /o independent food preparation
scheduled 10 work from 11:00 AM to 7:00 PM and | / 4/ duties
did not hold & Rhode Istand Food Safety Manager EE"{,‘}’ )
Certificate. U g ‘ .
~7 | Current staff applied for Ri FSM
During a surveyor interview on 4/10/2026 at )| Certification and s active
approximately 1:00 PM with the Administrator, S| effective 4/29/2026 4/29/26
she revealed that snacks of fruit and beverages N
are available to the residents and that the snack [a% Food setvice scheduling
choices have been revised. Additionally, she was | procedures have been updated
curenty smployed that hokd & cUtent Rl to require documented FSM
sland Food Safety Manager Certlficate and that C""e;?’ge for ta'“ Sh'ﬂs involving
one was present during the preparation of the mea: preparation.
meals on the abieve-mentioned dates. .
The Administrator and/or
8 650; Residential Care Serwces 24.26B3 Medtcallon 8§ 650 designee will review food service
| Services schedules weekly to verify FSM ,
. coverage.
2.4.26 (B} (3) Ordefing medications
» o Ongoing compliance will be
3. Ordering medications included and reviewed through
_ " . the Quality
a. in M1 and M2 facitities, when assistance Is ;
needed, the certified administrator, or his/her Assurance/ Perfo;ni;?nce
gualified designee, shall assist with ordering Improvement (QAPI) program.
medications. Assistance shall include Any identified deficiencies will be
coordinating prescriptions and delivery of addressed promptly througf}
medications, reorders of prescriptions, and retraining and corrective action.
receiving deliveries.
Completion Date: Ongoing ongoing
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§ 650/ Continued From page 8 8650 The Administrator will be

fwo residents reviewed, Resident ID #1.

Findings are as follows:

| immediately following the above observation sthe

This Reguirement is not met as evidenced by:
Based on obsetvation and staff interview, the
residence falled to assist in receiving prescription
deliveries and did not have a system for
medicafion deliveries for residents that
self-administer their owir medications for one of

The Rhode Island Department of Health received 'i

an anonymous complaint on 3/2/2026 that
alleged, In part, that medication orders were not
being placed and that medications were missing
for a few days or more were not being ordered on
fime,

Record review of physician's orders for Resident
1D #1 revealed the physician préscribed
medications that included, but were not limited to:

- Levetiracetam PAM (medicafion used to treat
seizures)25 mg Cap y ,

- Vitatin B-1 100mg tablet

Additional, record review of physiciar's orders
revealed that the resident was able to
self-administer his/her medications,

During a surveyor observation on 4/10/2026 at
approximately 1:30 PM with the resident in histher
room, Levetiracetam PAM and Vitamin B 1 were
not available.

During a sturveyor interview with the resldent

revealed sthe was not aware sthe had a
physician's orders for the above-mentione

responsible for monitoring all
reports and the Regional Director
of Operations or Food Services
will complete random
intermittent reviéws for
compliance.

The Administrator or designee
will be responsible for scheduling
and documenting all in services.

Quarterly QA Reviews will be
conducted by the Administrator
or Regional Director of
Operations, and the information
will be filed in the QA binder.

S650

Resident ID #1: Medication
orders were immediately
reviewed with a subsequent
physician follow-up appointment
on 4/29/26. Medication orders
for Keppra and Vitamin B1 were
discontinued by provider.

All nurses will be re-educated by
the Resident Care Director (RCD)
and/or RN Designee on the
community’s medication
management policies in
accordance with RIDOH Assisted
Living Residence Regulation
S-650,

Education will include proper
verification of delivered

madicationagainstthe

STATE FORM
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medications. S/he indicated that the staff order
hisfner medications.

During a surveyor interview on 4/13/2026 at
approximately 9:00 AM with Licensed Practical -
Nurse, Staff A, she revealed that the medications
that are delivered to the residence by a phammacy
are left with the nursing staff and in {urn the
nursing staff will deliver the medications to the
resident. She further revealed that the nursing
staff does not verify the delivered medications
against the physician's orders for residents that
self-administer their own medications, nor do they
track if ordered medications are received from
the pharmacy for those residents.

i
LY | Completion Date! 5/15/26 5/15/26
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ALRD1496 B. WING :
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fa) i SUMMARY STATEMENT OF DEFICIENCIES P ER’
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL png:;x (EA&? ggﬂ?@éﬁ&”&ﬁgﬂsﬁg&%ﬂw co&?éﬂ-:r&
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CDATE
DEFICIENCY)
S 850} Continued From page 9 sesg | Physician’s orders for residents that

self-administer their own
medications and required
communication with the primary
care provider (PCP) and/or
pharmacy when a medication is
unavailable, when an incorrect
dose has been administered, when
clarification of a medication order
is required or to assist in

| coordinating delivery of

/4 | medications as indicated.

Alf residents assessed for

> | self-administration of medications

™ will receive a comprehensive
medication audit completed by the
RCD or RN Designee to ensure
medication orders are current,
accurate, and administered
according to provider orders and
community policy within 30 days.
Any identified non~compliahce will
be addressed promptly through
corrective action, re~education, and
provider notification as indicated

Completion Date: 5/15/26 5115726

The Resident Care Director (RCD)
or RN Designee will complete a
comprehensive medication audit
for a minimum of 10% of all
resident’s assessed for self-
administration of medication
monthly x 90 days and quarterly
thereafter.
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medications. Sthe indicated that the staff order
histher medications.

During a surveyor Interview on 4/13/2026 at
approximately 8:00 AM with Licensed Pragtical -
Nurse, Staff A, she revealed that the medications
that are delivered to the residence by a pharmacy
are feft with the nursing staff and in furn the
nursing staff will defiver the medications to the
resident. She further revealed that the nursing
staff does not verify the delivered medications
against the physician’s orders for residents that
self-administer their own medications, nor do they
track if ordered medications are received from
the pharmacy for those residents,

Assurance/Performance Improvement

be conducted by
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$650( Continued From page 9 8650 | Any identified non-compliance will be

addressed promptly through corrective
action, re-education, and provider
notification as indicated.

Completion Date: 7/21/26

Results of the audits will be reviewed
quarterly through the Quality

(QAPI) program. Any identified deficiencies
will be addressed promptly through
retraining and corrective action.
Completion Date: Ongoing Ongoing
The Administrator and
Resident Care Director will
be responsible for :
monitoring all reports and
the Regional Director of
Resident Care will complete
random intermittent
reviews for compliance.

The Resident Care Director
or designee will be
responsible for scheduling
and documenting all in
services,

Quarterly QA Reviews will

Administrator, Regional
Director of Operations or
Resident Care and the
information will be filed in
the QA binder
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