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S 003! Initial Comments 5002 The filing of this Plan of Correction does not
constilute an admission regarding the afleged
An unannotnced biennial State licensure survey findings, deficlenties, or viclations. This Pian of
was conducted at this residence on 4/28/2025 Gorrection s llad n e complanae wi
through 4/30/2025. Deficlencies were identified PP aw and demonsliaies
relative to the State licensure survey. gommunﬂy s continting commitment fo Quallly
are.
5 2301 Organization And Management 2.4.13.A §230
Management Of Services
Resident #1 & #2 records were reviewed, and | g5
2.4.13 (A/B) Management of Services an MDD order is requiested for the resident to :
(A/B) 9 self administer medization and added fo the
A. Each residence shall provide services with :\}f’ resident’s record.
adequate professional and ancilfary employees : — '
andcgn accordance with applicable state law. S Nursing staff educated with poflcy requiring Dr. |
Further, the residence shall assure that all \j} ordzlrfo‘f residents thal self manage '
| services are rendered in a safe and effective | medcations.
manner and consistent with the reguirements Th v will condurct ditto identfy |
herein. The residence shall provide all care and o ::;am:gun!ywr o “é’ atni a!“ o dy 10/4/25
services to all residente-in accordance with the wneﬁmfjhe"‘;“hi:”e‘;:?waoﬁggs ermedsand
prevailing community standard of care. The adminiatrator, RCD, andfor designee will
audit resldents who seif-adminieter X
medications quarterly for 6 montha. Resulls wit |
be discissed at Quartery QA.
%
o | F Received
This Requirement Is not met as evidenced by:
Based on record review and staff interview, it has JUN 06 2%
been determined the residence failed to provide - -
care and services in accordance with the
prevalling community standard of care relative to e Secudation
following physiclan's orders for 2 of 3 residents Facilities Heq
reviewed for self-administration, Resident 1D #s 1
and 2.
Findings are as follows:
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PROVIDER'S PLAN OF CORRECTION

According to Mosby's 4th Edition; Fundamentals
of Nursing, page 314 states in part, "..The
physician is responsible for directing medical
treatment. Nurses are obligated to follow
physician's orders unless they believe the orders
are In error or would harm the clients..."

1} Record review revealed Resident 1D #1 moved
into the residence in July of 2023 with diagnoses
including, but not limited to: chronic obstructive
pulmonary disease (COPD), seizure disorder,
and usteopenia.

Record review of the resident's annual
assessment, dated 10/1/2024, revealed the
resident self-administers her/his medications.

During a surveyor interview with the resident on
Af30/2025 at 1:30 PM, s/he revealed that s/he
self-administers her/hls medications.

Record review of & "Physician/Madical Clearance
Form", daled 7/28/2023, revealed the resident is
not independent with medication management.

Record review of the resident's active physician
orders fafled to reveal an order fo self-administer
medications.

2} Record review revealed Resident {D #2 moved
Info the residence in October of 2024 with
diagnoses including, bui not limited to: asthma,
congestive heart failure, and COPD.

Record review of the resident's 30-day review
assessment, dated 1/8/2028, revealed the
resident seif-administers her/his medications.

Revord review of a "Physician/Medical Clearance
Form", dated 10/22/2024, revealed the resident is
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not independent with medication management.

Racord review of the resident's active physlcian
orders falled to reveal an order to seif-administer
medlcations.

During a surveyor interview with the Resident
Care Director, in the presence of the Executive
Director, on 4/30/2025 at approximately 2:16 PM,
she was unable 1o provide evidence of a
physician's order for the above-mentioned
regldents to self-administer their medlcations.

Licensure Requirements 2.4.18 Rights of
Residents

2.4.18 Rights of Residents

A. Every assisted fiving residence for adulis
licensed pursuant to these regulations shall
observe the standards stated in R, Gen. Laws §
23-17.4-18, "Rights of Residents" and such other
appropriate standards as may be prescribed in
rules and regulations promulgated by the
Department with respect to each resident of the

residence.

B. For purposes of the following standards
stated in §§ 2.4.18(B)(1) through {7) of this Part
the term "resident” shall also mean the resident's
agent as designated in writing o legal guardian,

1. Upon request have access fo all records
pertaining to the resident, Including clinical
records, within the next business day or
immediately in emergency situations;

2. lUpon admisslon and during the resldent's
stay be fully informed in a language the resident

§230

§ 450

C—Jg&/ @

in

5450.

A community wide audit was
conducted to ensure that no other
identifying documents were included

public binders and that residents’

privacy was protected.

5/9/2025
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understands, of all resident rights and rules
governing resident conduct and responsiblliies;

a. Each resident shall recelve a copy of their
rights.

b, Each resident shall acknowladge receipt In
writing; and

¢. Each resident shail be informed promptly of
any changes.

3. Beinformed in writing, prior to, or at the time
of admission or at the signing of a residential
contract or agreement of:

a. The scope of the services available through
the residence’s service program, including heaith
services, and of all related fees and charges,
including charges not covered either under
federal and/or state programs by other third party
payers ar by the residence's basic rate;

ib, The residence's policies regarding overdue
1 payment including notice provisions and a
schedule for late fee charges;

. Theresidence's policy regarding acceptance
{ of state and federal government reimbursement
| for care in the residence both at time of

atimisslon and during the course of residency if
the resident depletes his or her own privaie

1 resources;

j d. The residence's criteria for occupancy and

termination of residency agreemments;

e. The residence's capacity to serve residents
with physlcal and cognitive impalrments;

N

5450

ED or Designee wilt audit community
binders guarterly for 8 mos. to ensure
no identifying documents are presant,
protecting residents' privacy.

| This plan wilt be monitored by ED, RCD,
andfar Designee quartery and findings
will be brought to QA meeting.

| 10M/2025
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. Support any heaith setvices that the
residence includes In its service package o will
make appropriate arrangements to provide these
sefrvioes;

4, Upon provision of at least thirty (30) days
notice, if & resident chooses to leave a residence,
the resident shall be refunded any advanced
payment made provided that the resident is
current in all payments,

5. The residence can discharge & resident only
for the following reasons and within the following
guidsiinas: :

8, Exceptin life-threatening emergencies and
for nonpayment of fees and costs, the residence
gives thirty (30) days' advance written notica of
termination of residency agreement with a
staterment containing the reason, the effective
date of terminaticn, the resident's right to an
appesl under state law, and the name/address of
the State Ombudsperson's office;

b. If resident does not meet the reguirements
for residency critetia staled in the residency
agreement or requirements of siate or local laws
or ragulations,

¢. Ifresidentls a danger to self or the welfare of
others, and the residence has altempled to make
a reasonable accommodation without sticcess to
address resident behavior In ways that would
make termination of residency agreement or
change unnecessary; which would be
documented in the resident's records;

d. Forfalivre to pay all fees and costs stated In
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the contract, resulting in bills mora than thirty (30)
days outstanding. A resident who has bsen given
notice to vacate for nonpayment of rent has the
right fo refain possession of the premises, up to
any time prior o eviction from the premises, by
tendering to the provider the entire amount of
fees for services, rent, Interest, and costs then
dug. The provider may impose reasonable late
feas for overdue payment; provided that the
resident has recelved due notlca of such charges
it accordance with the resldence's poficies.
Chronlc and repeaied failure o pay rentis a
violatlon of the lease covenant, However the
residence must make reasonable efforts to
accommodate temporary financial hardship and
provide infarmation on government or privale
subsidies available that may be available to help
with costs; and

&, The residence makas a good faith effort to
counsel the residsnt If the resident shows
Indications of no longer meeting resldence oriteria
or if sarvice with a termination nofive ls
anticipated;

6. To ha able to share & room or unit with a
spousa or other consanting regident of the
residence In accordance with terrs of the
resident confract;

7. Tolive in a safe and clean environment.

C. n addition to the standards stated In R.1.
Gen, Laws § 23-17.4-16, residents are entitied fo
the followlng:

1. Recelve dental services from a dentist of
his/her choice:
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2. Each resident shall be given, in writing, the
names, addresses, and telephohe numbers of:
the Department; the Medicaid Fraud and Patient
Abuse Unit of the Department of Atforney
General; the State Ombudsperson; and local
police offices.

0. The residence musk

1. Impiement wiitten policies and procedures to
ensure that all residence employees are aware of
and protact the resident's rights contained in
these regulations;

2. Have prominently displayed a posting of the
most recent state licensing survey of the assisted
flving residence; and

3. Provids each resident or his or her
representative upon admission, a copy of the
provisions of § 2.4.18 of this Part and shail
display In a conspicuous place on the premises a
copy of the "Rights of Residents."

This Requirement is not met as evidenoced hy:
Based on surveyor ohservation and staff

.| intarview, it has been determined the residence
{ tailed to implerent procedures to ensure that ail

the resldence’s employees protect the resident's
rights contained in these regulations and to
observe the standards stated in R0, Gen, Laws §
23-17.4-16 {&)(2){ix} relative to identifying
information for the residents llsted in the facility's
survey.

Findings are as follows:
Guring a surveyor observation on 4/29/2025 at

approximately 10:00 AM of the residence’s survey
results, posted In a frame, a copy of the
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Services
2,4.21 (C) Dietetlc Services
C. The food service in each residence shall

comply with the appropriate requirements of R.1,
Gen, Laws Chapters 21-27 and 21-31, Rhode

Island Food Code (Part 50-10-1 of this Title), and |

such other applicable statutory or regulatory
provisions,

This Requirement is not met as evidenced by:
Based on surveyor cbservation, record review,
and staff interview, it has been determinad that
the facility failed to comply with ali appropriate

standards of the Rhode Island Food Code relative |

to the main kitchen.
Findings are as follows;

A. Record review of the Rhode Island Food Code
2018 edition, Section 3-602,11 Food Labels
states, "...(B) Label information shall include: (1)
The common name of the food.,.."

B. Record review of the Rhode Island Food Code
2018 edition, section 4-602.11 states in part, "...
(C} NonFOOD-CONTACT SURFACES of

No residents identified as being
affected.

ED/DIning Service Diractor andfor
Desighee to provide re-education to

-#itchen siaff on proper labeling and

dating of food iters per Rl food code.

ED/DSD/and or Deslgnes provide re-
education to kitchen staff on proper
food storage and cleandiness of food
storage containers, shelving, and areas,

- EB/DED/and or Designes fo add
 quarterly montoring of cutting boards

to ensure the are within regulations for

- usa,

ED/Dining Service Directorfand or
Designes to review BSL standard
practices and 8 480 Ri Food Code
Quarterly at QA mesting.
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8450; Continued From page 7 | S450
"Residen/Staff Roster”, dated 6/23/2023, from |
the survey was revealed,
During a surveyor interview with the Resident
Care Director following the above observation,
she could not provide evidence the residents’
privacy was protected.
S 490 Residential Care Services 2.4.21.C Dietetic § 490 S 4up 5/0/2026
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EQUIPMENT shall be kept fres of an
accumutation of dust, dirt, FOOD residue, and
other debris,.."

During the initlal tour of the main kitchen on
A/20/2025 at 8:20 AM, the foilowing was revealed:

1. 2 red cuiting hoards that were scored,

2. The flour bin had yellow/white dried matter
covering the majority of the Hd.

3. The walk-In refrigerator containad a long block
of wrapped yeflow cheese with green spots
throughout, not labsled or dated.

4, The walk-in freezer contained various meats In

4 storage bags, not labeled or dated, all napan- |

that was resting on the floor. The freezer floor

contalned wrappers, food debris (ad come out of |

pacikaging), and dried matter under the shelving.

8. The dry storage area shelving contalned brown
splatter on the second and fourth shelf, The
bottom shelf hetd a gallon of Worchester sauce
and a 32-~ounoce seasoning ssuce bottle, both had
dried sauce on the oulside of the bottle.

During a surveyor Interview with the Executive
Dlrector at 8:55 AM, he acknowledged the above
iterns should be labeled and dated, sauce bottles
should remaln clean, the cutting boards needed
replacement, and the pan of food should not have
been stored on the floor.
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