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5 003% Initial Commeanis .

L An unannounced biennial State Licensurs survey
| was conducted at this residence. Deficiencies
ware identified relative to the State Licensure

| survey.

i
i
i

'$065 Licensure Requireménts 2.4.3 Quality Assurance

2.4.3 Quality Assurance

A. in accordance with R Gen Laws §
23-17.4-10.1, each asgisted living residence shal
develop, implement and maintain a documeanted,
ongeing auality assurance program,

1, The purpose of this program shall be to
gitain and maintain a high quality assisted living
residence through an on-going process of quality
imprevement that manitors quality, identifies
areas to improve, methods to improve them, and
- gvaiuates the progress achieved,

2. Each licensed residence shall establish &
quality improvement cominittee which shall
iniclude at least the following: assisted living
administrator, registered nurse and a
reprasentative of dietary sarvices.

3. The quality improvernant committes shail
meet at least quarierly; shall maintain records of
L all quality improversent activitles; and shell kesp
racords of committes maelings that shali be
avaitabls to the Depanment during any onsils
visit.

4. The quality imprevement commities shall

{12} months, Said plan shall be avallable fo the
public upon requegt™~

review and approve the guality improvemant plan
| for the residence at intervals not fo exceed tweive
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5. Each assistad living residence shall

establish a written quality improvement plan that

inciudes:
a. Progfam objectives,

b, Oversight rasponsibifity (2.g., repors
to the governing body, Qi records);

c. Includes methods to identify, evaluaie,

and correct idendified problems;

d. Providas critaria to monitor parsonal

. assistance and resident services, including, but
| not fimited to:

(1) Resident/family satisfaction;

(2) Medication administration/errors,

(3} Reportable incidents as specifie

in §2.4.17 of this Part,

{4} Resident falis;

(B) Plans of correction developed in

response 1o the Depariment’ s inspection
reparis.

B. In addition i the requirements of §§ 2.4.3(A)

(1) through (5} of this Part, all assisted living

residences with a "dementia care” licenss and/or

a limited hoalth services license” shall also
address the following areas in their guality
improvement plan:

a. Pravention and treatment of decubitus -
% ulcers;
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b..Dehydrafion, and nutritional status and
waeght loss or gain; and

c. Changes in mental or psychological
status. )

1. Quality improvement documentation shall
ba kept on file for a minttnum of five {8) years,

This Requirement is not met as avidenced by:
Based on record review and staff intervew, it has
been determined that the résidence falled to
establish & quality improveament committed which
shali include &t least the administrator, registered
nurse, and a repraseniative of distady servicas.

Findings are as follows:

Record réview of the quality assurance mesting
minutes revaaled thefe was not a representative
of dietary sefvices in atizndance or serving on the
committee as required on the following dates:

BI2N2022, 582022, 81512022 11i21/2022,

and 2/2/2023,

During & surveyor interview on 8/16/2023 at

Tapprexdmately 1:45 PM with the Administrator,

she could not provide svidence as to why the
guality assurance meetings did not have the

sreguirsd participant as indicated in the
; regulations.

Organization And Management 2.4.12.H
Adminisirative Management

1 2.4.12 (H) In-service Tralning
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L 1, Employees shall have on-going, at intervals not | - 3 /

- {o exceed twelve (12) months, n-service training b )

| as appropriate for their job classifications anad ! [{9 .20 A

s inciuding the topics cited in § 24.12(G) of this : ' ]

Part.

2. All new employes orientation and on-gelng
in-servics training shall be dooumented i the
gmployes's personne! file, ard maintained onsie

at the fcensed residence,

This Reqguirement is not malas evidenced by
Based an record raview and staff interview, it has
been determined that the residencs falled to
ensure that alf new employees shail recaive all
required orfentation and fraining upon hire for 1 i{
1 new employes reviewed, Siaff 8. Additionally,
the residence failad to ensure thal employees

- shall have on-going in-servce training at infervals
not to excesd twalve (12) months, as appropriate
for their job classification for 4 of 4 staff reviswed,
Staff B, 3taff C, S51aff D, and Stalf E.

Findings are as follows:

1. Racord review of 3 Nursing Assistant/Gertliled
Medication Technician (MA/CMT) Staff A's
personnel fite revealed that she was hired on
34302022, Review of Siaff A's personngl file
falled to reveal evidence that she recejved
“waining on resident's righis as raquired.

2. Racord review of Staff B's personnel file
reveated that she was hired on 9/17/2013 as a
Registered Nurse. Review of Staff B's personnel
file falled to reveal evidence that she recewed all
yearly on-going trainings as required.

Faéiliﬁeé Régulation
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- 3, Record review of Staff C's personnel file

| revealed that she was hired on 1/15/2015 as

NA/CMT. Review of Staff C's personnel file failled

to raveal evidence that she received all yearly
on-gaing frainings as reduired.

| 4 Record review of Staff O's personnel file
revealed that she was hired on 4/13/2015 as a
NAJCMT. Review of Staff D's personnel file ialled
to reveal evidence that ghs has reviewed yearly
an-going training on resident’s rights as required,

5, Record reviaw of Staff E's personnel file
revealed that she was hired on 7/11/2010 as a
NAIGMT. Review of Btaff E's personnel filg failed
io reveal evidenoe that she has reviewed yearly

en~going training on resident’s rights as required.

| During @ surveyor irterview on BM56/2023 at
approximately 1:15 PM with the Administrator,
she could not provide svidence as 1o why the
above-mentioned staff did not receiva e
required training as indicated in the regulations.

S 450| Licensure Requirements 2.4.18 Rights of 5§ 450
Residents

2.418 Rights of Residents

A, Every assisted living residence for adults
licensed pursuant to these regulations shall
obsarve the standards stated in R1 Gen. Laws §
- 23-17.4-16, "Rights of Residents” and such other |
appropriate standards as may be prescribed in
rules and reguiations promulgatsd by the
Department with respact to each resident of the
residence.

B. Far purposes of the following standards ‘

1
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C.

stated in §§ 2.4.18(B)(1) through (7) of this Part
tha term “residsent” shall alse mean the resident’s

agent as designated in writing or legal guardian.

Upon request have accese fo all racords
pertaining to the resident, including clinical
records, within the naxt business day or

" immediately in emergency situations;

2. Upon admission and during the resident’s
stay be fully informed In a language the resident
understands, of all residant rights and rules
governing resident conduct and responsibilities;

a. Each residernt shall recelve a copy of thelr
rights,

b. Each resident shall acknowledge receipt in
writing; and

"
e

. Each resident shall be Informed promptiy of
any changes.

3. Beinformed in writing, prior 1o, or at the time
of admission or at the signing of a rasidential
contract oragissment off

g. Thascope of the services avaiiable through
the residence's service program, including health
services, ant of all related fees and charges,
including charges not coverad elthsr under
federal andfor state programs by other third party
payefs or by the residance’s baslc rate;

b, The residensa's policies regarding overdus
payment including notles provisions and a
schedule for late fee charges;

The residence's policy regarding acceplance

Facilities Regulation
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of state and federal government reimbursemeant
for care in the residence both at tme of
admission and during the course of residéncy if
the resident depletes his or her own private

L resources;

d. The residence's criteria for occupancy and
termination of residency agreemenis,

e. Theresidence's capacily o serve residents
with physical and cagnitive impairments;

. Supportany health sevices that the
residence includes in its service package or wil i
make appropriate arrangements ta provide thes
gemvices;

4. Upon provision of at least thirty (30) days

notice, i 2 resident chooseés to leave aresidence,

the residant shall be rafunded any advanced
payment made provided that the resident is
curfent in all payments:

5. The residence can dischergs a resident only
for the following reasons and within ihe following

guidalines:

4. Exceptin life-threalening emergencies and

for nonpayment of fees and cosls, the residence
gives thirty (30} days’ advance written natics of
termination of residency sgreément with a
statement containing the reason, the effective
date of termination, the rasident's righi to an
appeal under state law. and the rame/address of
the State Ombudsperson’s offics;

b, i resident does not meat the raguiremenis
for residency criteria stated In thé residency
agresment or requirerments of state oriocal laws
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or regulations,

¢, lfresident is a danger fo self or the welfare of
athers; and the residence has affempted to make

! a reasonable accommaodation without success o

mddress resident behavior in ways that would
make fermination of residency agresment or
change unnecessary; which would be
documenitad In the residani's records;

d. For faljure to pay all fees and costs stafed in
the contract, resdlting in bills more than thirty (30)
days outstanding. A resident who has been given
notice to vacate for nonpayment of rent has the
right to retain passession of the premises, up o
any time prior to eviction from the premises, by
tendering to the provider the entire amount of
fees for services, rent, interest, and costs then
dus. The provider may impose reasonable late
fees for avardue payment; provided that the

resident has received due notice of such charges

in mccordanca with the residence's policies.
Chronic and repested failure to pay réntis a
violation of the lease covenant. However the
residenca must make reasonable sffarts ©
accommodate temporary fnancial hardship and
pravide information on government or pfivate
subsidies available that may be available to help
with costs; and

a. The residence makes a good falth effari to
counsel the resident if the resident shows
indications of no langer mesting residence criteria
or if service with a termination notice is
anticipatad,

5. Tobe able io share g room ar unit with a2
spouse ar other consenting resident of the
rasidencs in accordance with lerms of the

Faciities Ragulation
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resident contrast;

L 7. Tolive in a safe and clean snvironmeant,

. In addition to the standards staled in R.L
I Gen. Laws § 23-17.4-16, residents dre entitad to
| the fallowing:

1, Retsive denis! services from a dentist of
histher choice;

2, Each resident shali ba given, In writing, ths
names, addresses, and {elephone nurmbers of;
the Department; the Medicaid Fraud and Pafisnt
Abuse Unit of the Department of Attornay
Gereral; the Stale Ombudsperson; and local
nolice offices.

D. THe residence must,

1. Implement willien policles and procedures io
ensure that ali residence employees are aware of
and protect the resident’s righte conlgined In
ihese requlations;

2, Have prominenily displayed a posiing of the
most recent state licensing survey of the assisted
fiving residence; and

3. Provide sach resident or his or her
representative Upon admission, @ copy of the
provisions of § 2.4.18 of this Part and shall
display in a conspicucus place on the pramises &
copy of the "Rights of Residanis.”

This Requirement is not met as evidanced by’
Basad on surveyor observation and staff

interview, it has been determined the residence |

5450
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failed o implementwritisn policles and
proceduras to ensure that ali the residence’s

" amployess protect the resident's rights contained
in these regulations and to observe the standards |

stated in R.1. Gen, Laws § 23-17.4-16 (a)(2){ix}
relative to identifying information for the singular
resident fisted in the facility's survey results
dacument locatad in the main hallway.

Findings are as follows:

During & surveyor observation on £/16/2023 at

approximately 8:05 AM of the residence’s main
hallway area, revéaled a posting board with a
docurnent relative io the maost recent state
ticensing survey of the assistad living residence:

Located on this documeant revaalet g
Resident/Staff Roster forry dated 5H6/2021 with
a resident identifier,

During & surveyor interview on /1672023 at 10:45
AM with the Administrator, sha acknowiedged tha
rasident identifier was postad in a iocation that
the rasident's privacy was not protediad

Residential Cara Services 2.4.29.C Distatic
Services

2.4.21 {C) Digtatic Services

€. The food service in each residence shall
comply with the appropriate requirements of R.1.
Gen. Laws Chapters 21-27 and 21-31, Rhodes
Isiand Food Code (Part'50-10-1 of this Titde), and
such cthar-applicable statutory or regulatory
provisions.

g 450
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This Regquirerment is not met as svidenced by
Based on surveyor observation, record reviaw,
and staff interview, i has besn determinad that
the residenca faiied to comply with tha

d
Food Code.

Findings are as follows:

- 1. According to Section 3-501.17 of Rhods {sland

Food Code states in pan" {A) Except when
PACKAGING FOOD using a REDUCED
OXYGEN PACKAGING methed &8 spec’ued
undear § 3-802.12, and except #s specified in (£)
and (F) of this section, rafrigerated, READY-TO
EAT, TIME/TEMPERATURE CONTROL FOR
SAFETY FOQD prepared and held in a FOOD
ESTABLISHMENT for more than 24 hours shal
be clearly marked o indicate the date.or day by
which the FOOD shall be consumed on the
PREMISES, sald, or digcarded when held at a
temperature of 5°C (41°F} or less for a maximum
of 7 days. The day of praparation shall be
counted as Day 1.

{B) Except as specified in (E) ~G) of this seclion,
refrigerated, READY-TO-EAT
TIME/TEMPERATURE CONTROL FOR SAFETY
FOOD prepared and PACKAGED by a FCOD

PROCESSING PLANT shall ba clearly marked, at

the time the orgingl container is opened in a
FOOD ESTABLISHMENT 2nd if the FOQOD is
held for mors than 24 hours, io indicate the date
or day by which the FOOU shall be consumad on
the PREMISES, sold, or discarded, based on the
temiperaturs and time combinations specified in.
(A) of this section and: (1)

Thie day the original container is apenad in the
FOOD ESTABLISHMENT shall be counted as

£, BUILDING:
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Day 1, and

{2} The day or date marked by the FOOD
ESTABLISHMENT may not excead a
manufacturers use-by dale if the manufanturer
determined the use-by date based on FOOD
safely...”

- During & surveyor observation of the relrigerator

i in the kitchen on §/18/2023 at approximately 8:00
© AM revealed the food items opened and not
dated:

- Two steak sandwiches in a bag without label
‘and not dated

- Four Ibs, (pound) garlic spraad

~One gallon of calestaw drassing

-0né gallon of mayonnaiss

--Ona containar of maraschino cherries

During & surveyor ohsarvation of tha food storage
araa, and in Freerer#s 2, 4, and 8 inthe
basement on 8/16/2023 at approximately 505
AM revealed the following food iteris wera
onened, not dated, and removed from the original
packets without the manufacturer's expifation
dates:

¢ -Acontainer of rice

. -Abag of Goya pinlo beans
+ -2 boxes of stuffing mix

: - Abag of mashed potatoes
- 8 bags of onion rings

- 1 bag of French fries

-7 bags of grinder roils

-10 bags of bagels

- 20 piscas of lamb chops

- -1 packel of ground heef chuck with best usad by
date of "4/26/23"

i 2. According to section 4-501.11 of the Rhode

) went
UnSHUS

D] SUHVLYE]

5,
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Island Food Code reguires that ™. (C})
Nos-FOOD-CONTACT SURFACES of

. EQUIPMENT shall be kept free of an : % ' I el
- accumulation of dust, dirt, FOGD residus, and b TR

\

other debris.”

During a surveyor observation of the main kitchen : LOM
end Freezer#8 on 6/1/2023 3t approximataly
9:15 AM in ihe presence of a Nursing

Assistant/Cartified Medication Technician, $iaff O,
revealed the following:

- the-hocd compariment above thé slove was

: observed with a heavy accuimiilation of black
substance

- Awindow gir conditioning unit had dust
accumutation on the vent

- Awindow air conditioning unit in the dining room
. had dust accumuiation on the vent

During 2 surveyer interview immediately folfowing '
this obsarvation with Staff D, she acknowledged
the abaove-menticned obaervations.

3. According to Section 4-703.11 of the Rhade
leland Food Code which siates in-part, "..Hot
Water and Chemical. After being cleanead,
gquipment, food-contact surfaces and utensils
shall be sanitizad in: {C) Cherhical manual or
 mechanical operations, including tha application
¢ of sanifizing chemicalz by immersion, using &
solution as spacified in the Food Code
4-501.914, . (C 3 quaternary ammanium solution |
a tyoe of chemical that is used te kill bacteria,
viruses, and mold, that are often found in
disinfectants and cleaning products] shall have a
concentration as indicatad by ihe manufaciuer's
used dirgction,. ™

According 1 the. manufacturer's instruction
faciiities Regulation
STATE FORM F=H
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posted above the 3 bay compardment sink siates
In part, "Making 2 Sanitizing Solilion Procedurs

for Sanitizing dishes...Use test sirip 0 ensure that
the reading is between 50 and 150 PPM {par per

milfiony..."

During a surveyor cbservation on 6/18/2025 af
8:35 AM and at 1110 AM, the 3 bay compartimant
sink was observed being utilize by ths SEF D o
wash dishes. immediately following this
abservation with Staif D, she was asked by ihe

surveyor to fest the sanitizing solution being ussd, |

Staff D acknbwledged that she was unaware of
the procedure required to ensurs the sanltizing
solution was lested appropriately per the
manufacturer instructions.

During & surveyor interview on 8/18/2023 at
approximately 1:20 PM with the Administrater,
she acknowledged the above-mentioned food
items were not stored approprialely. Additionally,
she acknowledgad the hood compartmants
ghove the stove had a built up of 2 black
subsiance. The Administrator further
acknawledged the 3 compariment sink was nof

being chacked appropriately by the staff to ensurs

the dishes wears béing sanitized,

Residential Care Services 2.4.21.6{14) Distetic

 2.4.21 () (1-4) Dietatic Services

All food servicas shall be conductad in
accordance with the rules and regulations
perialning to Certification of Managars in Food
Safety (Part 50-10-2 of this Tifie) that inchude bu
are pot lmitad {6 he following provisions:

3518

‘f’D wol W
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1. Each residence where potentiaily
hazardous foods are pfeparﬁd shail employ st
jeast one (1) full-ime, on-site manager certified in

- food safely who ie at least sightaen {18) years o
i age,

2. Residences that primarily serva the aldery
and individuals with diminished immune systems

shall have a manager certified in food safsty

present during preparation of all hot potsntisily
hazardous foods.

3. Residences that have a ficenssd cagaeily
of twenty-six (26} or more residents and that
ampioy ten {10) or mers full-lime sguivaient
employses direclly invoived in food preparation
shall employ at least two {2) full time, on-site
managers cartified in food safety.

4, Residences that have a licensed capacity
of t‘wein.f-ﬁu_, {28} of fewer residents and that
empioy five {5) or fewer full-time sguivalant

- employees involved in preparation and serving of

food, shall only be reguired to employ one (1} ful
time manager cerlified in food salety.

This Requirement is nol mat 2s evidenced by
Based on record raview and staff intervisw, it has
been determined ihal the residence falled i
ensura that all food services be conducted in
accordance with the rulss and regulstions
pertaining to certification of menagers in food

: safety.

: Findings are as follows:

Record review of the fist of current ermployeas

| provided by the residence revealed Staff 1 was

b)w}zﬁ
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hired on 4/972075 as @ Mursing Assistant/Cartifisd
Medication Technician.

During a surveyor obsarvation of the kichan on
8/16/2023 at approximataly 8:40 AM, Stafi D was
chserved cooking the residents chicken saup,
cooked vegetable, and seafocd saiad,

: During a survayor intenvisw immeadiately following

this cbservation with Staff D, she acknowledged

that sha prepared the abovesmaritionsd rmeals far |

tha residant. She further sckinowledged that she
is not certified in food safely and that here wes

: not 2 certified manager.in food safety on duty on

tha-above-mentioned date.

During & surveyor interfview on 6/16/2023 af
approximately 9:50 AM with the Administrator,
she acknowledged that the ceriified food safety
manager was not in the re?d@nca when hot food
was being coored for the fesidents.

Residantial Care Sarvices 2.4.24.A3.a

{ Medication Servicss

2424 (A) (3) (a) Medication Services
3, Each residancs shall provids medication
services only in accordance with the appropriale

level of liosnsure for which the residsnce is
¢ licensad, which shall te 2s follows:

a. For assistad living residences licensed at
tha MZ Level, assistance with self- adminisiration
by unlicensed employsas maans that (he
residence shall only be responsible for reminding
residents {o take medications, and:

_ (1) The resident or quardian must
provida written suthorfzation for fhe residence 0

i
i
!

il
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provide assistance with the saladministration of
meadications;

{Z) The residence must provide, in
writing, & description of services provided by the
residence to each physician prescribing for a
resident, including limitations on services;

{3) Employess may only reming the
resident and observe the self- adminisiration of
madication;

{4) The resident shall not require nursing
assessmant of health staius before receiving tha
medication, nor nursing assassment of the
therapeutic or side effects afier the medication is
taker;

{5) Except as provided in § 2.4.24{A)3)
{@}{(7y of this Part, the medication shall be in the
originatl pharmacy-dispensed conialner with
proper labal and directions attached;

(B Unlicensed smployees shall not
monifor health indicators, make medication
decisions, adjust medications or provide other
medicat or nursing dedisions,

{7] For residants sapable of

self-administration of madication but who wish g |

ask assisfed living residence empioyees to use a
medi-set {pre-poured packaging distribution
system), oniy registersd madication alde,

: licansad rurse, or pharmeacist shall organize the

medications for up to ohe (1} wasek;

{8) Al medication in tha residencs,
regardless of whether controlied by employess or
by the resident, shall be stored securely, All

ALR0O1456 = 3 pEMgIZ023
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medications shall be stored in a manner o
prevant spoliage, dosage errors, administration
errers of ingppropriate access by other rasidents
visifors, or unauthorized employess, Provisions
for safe storage may include lockable containers,
sapure spaces, or lockable units, a3 appropriale
to the residence and the resident gopulation,

t

{81 There shall be documeniad policies
or prosedures regarding medication disposal and
invertory procedures in the policies and
procedures manuat.

{(10) Each perscn assisting residents
with self-administration of medications shall
{(AA} Be an employes of the
residence:

{BB) Be literaie in English; and

{CCYy Receive orientation, insiruckon
and on-the-job tralning regarding relevant policies
and procedures; or

{DD) Be a licensad nurse.

{EEY M2 level faciities may limit
record keeping for residents who retain
possassion and control of medications to the
requirements of § 2.4 15(A}(6) cf this Part.

This Requirement is not mef as svidenced by
Based on suiveyor observation, record review,
and staff interview, it has bean datermined that
the residence falled to ensure that madications
shall be siored secursly and in sush 2 mannar io
prevent spoilage, dosage errors, administration
srrors, and/or inappropriate access for one of one
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madicalion room ohserved.
Findings are as follows:

1. During 2 survéyor ohsarvation on 8/15/2023 at
approximately 8:35 AM in the presence of 2
Registerad Nurse, Staff B, ravealed the following
insulin pens were opened and not dated.
Manufacturer instructions Indicate o discard the

: pens 28 days after opening:

~ Basagiar insulin pea U100/ML (unitmiliifitan

- Lantus insulin gen 100-units/ML
- Adrieloy Solostar 100-unit insulin pen

2, During a surveyor observation on 8/16/2023 4t
gpproximately 6:05 AM in the presence of Staff B,
revealed the following inhalers wars opsned
without discard dates, Manufacturer instructions
indicate to discard the inhalars 6 weeks after
opening:

- Trelegy Ellipta inhater 200 MOGE2.5 MCGHRS
MCG (microgram)

- Incruse Ellipta inhater 82.5 MCG

- Breo Eliipta inhalsr 100/25 MCG

. Breo Eliipta inhaler 200/25 MCG

During a susvayor interview immadiately following
this observation with Staff B, She acknowledged

the above-mentioned insulin pens were nat dated

when opened. Additionally, sha acknowledged
the inhalers were not dated sopropriately per the
manufacturar's instructions,

Faciliies Regulation
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During a surveyor interview on 811872023 &t

approximatsly 1:35 PM with the Adrninistrator,
she could not provide evidence as to why the
above-mentionsd medications were not dated

. appropriately.
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