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2.4.3 Quality Assurance

A. tn accordance with R.I. Gen. Laws §
23-17.4-10.1, each assistgd living residence shall
develop, implement and maintain a documented,
ongoing quality assurance program.

1. The purpose of this program shall be to
aftain and maintain a high quality assisted living
residence through an on-going process of quality
improvement that monitors quality, identifies
areas to improve, methods to improve them, and
evaluates the progress achieved.

2. Each licensed residence shall establish a -
quality improvement commitiee which shall
inciude—at-least»medfeIiowmgfassistedv-living
admintstriter; 1edilBred nurse and a
representative of distary services,

3. The quality improvement committes shall
meet at least quarterly; shall maintain records of
all quality improvement activities; and shall keep
records of gpmmittee meetings that shall be
available to the Department during any on-site

4. The quality improvement committee shall
review and approve the quality improvement plan
for the residence at intervals not to exceed twelve
{12) months. Said plan shall be available fo the

addressed:

ey

“ January 2026 following the
RIDOH biannual licensure survey
completed on January 28, 2026.
During the meeting, the following
areas were reviewed and

- A. Prevention and treatment of
decubitus alcers — We will review

~ any resident who currently has or

" is at risk of skin breakdown; We
will discuss potential interventions |
that can be added fo the service
plan to minimize the risk of future
skin breakdown, We will review
treatment plan of outside agency
handling said skin injury and
review the response to treatment.

'B. Hydration status, nutritional

 status, and resident weight loss or
gain — We will discuss
‘interventions planned to ensure
residents are always offered
appropriate hydration but
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5: Each asslisted living residence shall
establish a written quality improvement plan that
includes:

a. Program objectives;

b. Oversight responsibility (e.g., reports
to the governing body, Qf records);

¢. Includes methods to identiy, evaluate,
and correct identified problems;

d. Provides criteria to monitor personal
assistance and resident services, including, but
not limited to:

{1) Resident/family safisfaction,
(2) Medication administration/errars;

(3) Reportable incidents as specified
in § 2.4.17 of this Part,

{4) Resident falls;

{5) Plans of correction developed in
respensé to the Department® s inspection
reports.

B. in addition to the requirements of §§ 2.4.3(A)
(1) through {5) of this Part, all assisted lving
residences with a "dementia care” license and/or

a "limited health services license" shall also
address the following areas in their quallty
improvéement plan:

1. Prevention andtreatment of decubitus
uicers;

n§v
\Y
3

. partnership with physician who

' . and psychological status — We will

_ ensure their health status is not at

. These focus areas will contmue to

dehydration is elevated (illness,
and higher tempetatures). We will
discuss any resident who has a
significant weight loss or gain, and
interventions that can be offered to

risk. This will be done in

will be requested to weigh in for
appropriate medical intervention if
indicated (example- Increased
dosing of Lasix for CHF
exacer‘pation).

C. Changes in residents’ mental

discuss concerns in changes of
mental status as it is related to
safety of each resident, including if
they are in the appropriate
neighborhood/level of cate.

be monitored and addressed on an
ongoing basis in all future Quality
Assurance meetings, in accordance
with Assisted Living Facility
(ALF) regulations and within the
scope of regulatory limitations.

‘acllitles Regulation
STATE FORM

Lt

SVEH1

If continuation sheat 2 of 19



Rl Depatriment of Health

PRINTED: 01/22/2028

FORM APPROVED

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA £2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
ALRO1524 B. WING 01/13/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
57 GRANDEVILLE COURT
BRIGHTVIEW COMMONS
* WAKEFIELD, Rl 02879
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D 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 IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
S 055] Continued From page 2 5055

2. Dehydration, and nutritional status and
weight loss or gain; and

3. Changes in menial or psychological status.

4. Quality improvement documentafion shall
be kept on file for a minimum of five (5} years.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
heen determined that the residence failed ta
establish a written quality improvement p[an that
included all required components.

Findings are as jollows:

Record review of the quality assurance program
written plan failed to reveal evidence that the
residence Included the required components
retated o the Dementia Special Care Unit:

a. Prevention and treatment of decubitus ulcers:;

b. Dehydration, and nufritional status and weight
loss or gain; and

c¢. Changes in mental or psychological status.

The plan_further failed to include resident and
family satisfaction, as required.

During a surveyor interview with the Health
Service Director on 1/13/2026 at approximately
2:00 PM, she could not provide evidence that the
quality improvement plan had all of the required
components.
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Management Of Services
2.4.14 (A} Management of Services

A. Each residence.shall provide services with
adequate professional and ancillary employees
and in accordance with applicable state law.
Further, the resldence shall assure that all
services arerendered in a safe and sffective
manner and consistent with the requirements
herein. The residence shall provide alf care and
services {o all residents in accordance with the
prevaittng community standard of care.

This Reqirement is not met as evidenced by:
Based on record review and staff inferview, it has
been determined the residence failed to provide
care and services in accordance with the
prevailing comitinity standard of cars refatlve to
following-the physician’s orders for a singular
resident reviewed for self-administration of
medication, Resident D #1.-

1

Findings are as follows:

Mosby's 4th Edition, Fundamentals of Nursing,
page 314 slates, "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.”

During a surveyor interview with the Heaith
Service Director on 1/12/2026 at approximately

&W

11:30 AM, she revealed Resident 1D #1

. this-Hime, na-assistance or supervision

- medications and who choose to do so
* will have appropriate physician orders
- and sypporting documentation on file
. prior to self-administration. This

12, 2026, during discussion regarding
residents who self-administer
medications, it was identified that
there is one resident within the
community who self-administers
medications, At that time, it was
determined that the required
documentation was incomplete.

The deficient practice was corrected
on Januvary 12, 2026. Nursing staff
obtained a current and accurate
medication list from the residents
outside provider, along with a written
letter signed by the physician stating
that it is their professional opinion that
the resident “/s capable of safely and
independently self-administering his
prescribed medications as directed. At
Iy requived for medication
administration,”

Moving forward, all residents who are
capable of safely self-administering

process will be monitored on an
ongoing basis, during regular
assessment schedule including the 90
Day RN Review o ensure continued
cotnpHarce.
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self-administers all of hisfher medications, at this
fime she was asked to provide the physician's
order for the resident to self-administer his/her
medications.

Record review revesled Resident [D #1 was
admitted to the residence in August of 2017 with
diagnoses including, but not iimited fo,
hypertension (HTN), coronary artery disease
{CAD)}, and gastroesophageal reflux disease
(GERD).

Record review of the resident's comprehensive
assessment, dated 10/6/2025, revealed the
resident has the cognitive ability to self-administer
his/her medications.

Review of the physician's orders revealed the
resident is prescribed the following medications:

~vitamin C (supplement).

-aspirin (used to relieve pain, and in low doses, to
preverit biood clots).

-Lipitor {used to lower cholesterol).

-calcium carbonate and magnesium carbonate
(supplement used in treating heartburn).
-Cardura {used to treat HTN).

-Imdur (used to prevent chast pain).

-Cozaar (used fo treat HTN}.

-Hiprex (used to prevent urinary fract infections}.
-toprol-xI (used fo treat HTN).

-omega 3 falty acidsffish ofl (supplement).
-Prilosec (used lo freat GERD). _
-Brilinta (antiplatelet medication used to prevent
blood clots).

During a surveyor interview with the Health
Service Director on 1/13/2026 at approximately
2:00 PM, she acknowledgad the resident did not
have a physician's order to self-administer the
-asilities Regulation
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ab\%mentiemed medicaffons until brought to her -
aftehtion on-1/12/2026, ’ !
5495 Licensure Requirements 2.4.19.D Rights of S 495 Abinder will be created and kept 1/13/2026
Residents for those who wish to see the most ¥
: . T recent state liconsure survey results °
2.4.18 (D) Rights of Residents from this day and ongoing,

D. The residence must: \\S’ | R

1. Implement wiitten poficies and procedures fo
ensure that all residence employees are aware of
and protect the resident's rights contained in
these Regulations:

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

3. Provide each resident or hisfher representative
upon-admission, a copy of the provisions of §
2.4.18 of this Part and shall display in a
conspicous place on the premises a copy of the
= | "RighfsofResidentsy ‘

This Requirement is not met as evidenced by:
Based on surveyor observation and staff
«nferview, it has heen determined that the
fesidence falled to post the most recent state

 licensure survey results.
Findings.are as follows:

During a surveyor observation of the residence
on 112/2028 at approximately 9:00 AM, the
surveyor was unable fo locate the:most recent
survey results, -

During a surveyor interview with the Executive

i {
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diséases designated as "reportable diseases”
when such cases are diagnosed in the residence
in accordance with Part 30-05-1 of this Fitls,
Environmental and Occupational Diseases.

2. When-infectious diseases present a potential

Epidemiolaay (IDE), cases of communicable

Reporting and Testing of Infectious,

- hezard-{oTasigents oF persennel, these shall be
| EpuTEd o The CaniriarATus Infechous

i

. designated as "reportable diseases.”

c'& When outbreaks of food-bome iliness are

4. Residences must comply with the provisions of

Diseases Epidemiclogy UDE) even if not

suspecied, such ogeurrences shall be reported
immediately to the Center for Actite Infectious
Diseases Epidemiology (IDE) or io the Center for
Food Protection. -

R.l. Gen. Laws §23-28,36-3, which requires
notification of fire fighters, police officers and
emergency medical technicians after exposure to
infectious diseases.

il

1
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Director on 1/13/2026 at approximately 3:15 PM,
she could iot provide evidence that the survey
results were posted, as required.
S 540 Residential Care Services 2.4.22.C(1-5) liness | S540 Pleas seg attached 2/6/2026
.| And Emergenciss Communicable Disease
_ ' _ Management and Infection
2.4.22 (C) (1-5) Reperting of Communicable Confrol Policy. Note on page 5,
Diseases lines (V) and (W) address
: . dischargin resident wi
C. Reporting of Communicable Diseases camEing any resident with
active communicable disease.
1. Each residence shall report promptly fo the 0” Also attached is our updated
Genter for Acuile Infectious Diseases move in/move out policy to

include discharging residents
with communicable disease.
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5. Infection Control

Infection control provisions shall be established
for the mutual protaction of residents, employees,
and the public. The residence shali be
responsible for no less than the following:

a. Establishing and maintaining a
residence-specific infection prevention program;

b. Establishing policies governing the
admission and isolation of residents with known
or suspected infectious diseases;

¢, Developing, evaluating and revising on a
continuing basis infection control policles,
procedures and techniques for all appropriate
areas of the resideance;

d. Developing and implementing profocois
for:

(1} Discharge planning fo home that
Include full instructions to the family or caregivers
regarding necessary infection control measures;
and

(2} Hospital and/for nursing facility
transfer of residents with infectious diseases
which may present the risk of continuing
transmission. Examples of such diseases
include, but are not limited to, tuberculosis (TB),
Methicilfin resistant staphylococcus aureus
{MRSA), vancomycin resistant enterococci
(VRE), and clostridium difficile;

This Requirement is not met as evidenced by:

‘acilities Regulation
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Based on record review and staff interview, it has
been determined the facllity failed to establish
infection confrol provisions for the mutual
protection of residents, employeas, and the public
relative to developing and implementing protocois
for transferfdischarge to home, hospitals, and/or
nursing faciliies, of residents with infectious
diseases which may present the risk of confinuing
transmission such as tuberculosis (TB),
Methicillin resistant staphylococcus aureus
(MRSA}, vancomycin resistant enterococct (VRI),
and clostridium difficile,

Findings are as follows:

Review of the residence’s infection control
policies failed {0 include protocols for
fransfer/discharge fo home, hospitals, and/or
nursing faciliies of a resident with infectious
diseases.

During a surveyor interview with the Executive
Director, in the presence of the Health Services
Director, on 1/13/2026 at approximately 2:30 PM,
she could not provide evidence of the discharge
planning protecols of residenis with infectious
diseases to home, the hospital, and/or a nursing
facility.

S 560 Residential Care Services 2.4.23.C Dietetic S 560
Services

2.4.23 (C) Dietetic Services

C. The food service In each residence shall
comply with the appropriate requirements of R..
Gen. Laws Chapters 21-27 and 21-31, Part
50-10-1 of this Title, Rhode Island Food Code,
and such other applicabie statutory or regulatory

acliities Regulation
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This Requirement is not met as evidenced by:
Basad on surveyor observation, record review,
and staff inferview, It has been defermined that
the facility failed fo comply with all appropriate
standards of {he Rhode Island Food Cede relative
to the rmain kitchen, the assisted living setvery,
and the Wallspring kitchenefte.

Findings are as follows:

Record review of the 2022 Food Code published
by the U.S. Food and Drug Administration Section
4-601.11 (C) states in part,"...non-contact
surfaces of equipment shall be free of gn
accumulation of...other debris..."

Record review of the 2022 Food Code published
by the U.S, Food and Drug Administration Section
5-202.13 states In part, "...An air gap between the
water supply Inlet atrd the flood level rim of the
PLUMBING FIXTURE, EQUIPMENT, or nonfood
EQUIPMENT shall be at least twice the diameter
of the water supply inlet and may not be less than
25 mm {1 inch)..."

Record review of the 2022 Food Code published
by the U.S. Food and Drug Administration Section
4-501-114 states in part, "...a chemical Sanitizer
used in a Sanitizing solution for 2 manual or
mechanical cpesration shall {C)(2) have a
concentration as indicated by the manufacturer.,.”

Record review of the 2022 Food Code published
by the U.8. Food and Drug Administration Section
3-501.16 states In part, ... Time/Temperature
Confrol for Safely Food, Hot and Cold Holding.
{A) Except during preparation, cooking, or

‘acilities Regulation
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cooling, orwhen time is used as the public health
control as specified under §3-501.19, and axcept
as specified under § (B) and in {(C) of this N
section, TIME/TEMPERATURE CONTROL FOR {
SAFETY FOOD .
shall be maintained: (1) At57°C (135°F) or L
above, " _ Plastic lids under the service line in N /i2/006
! the kitchen had accumulated debris, R
1. During a surveyor observation of the main ! This was corrected at time of :
Kitchen on 171212026 i 8:10 AM, the following Inspection; This atea and all non- ’
was observed: contact foed surfaces shall be free of
-under the serving area table & plastic cover to a ! aocurmulation of debris ongoing
cantainer that had seattered crumibs and dried up
white liguid.
: - : Suger/salt/flour bins in back prep area -

- | Ahueg i bins (one conianing satone, Qo\\’ +to.be kept clean ongoing, This-was 11212026
containing sugar, an c g flour) ﬂ)‘ ; o . . . l.
contained brown splatter throughout the outside , con'ect.ed at time of insp ectl?n. This
of the bins. - area will be kept clean ongoing

{ -in the four-door refrigerator, the condanser fan "The whele refrigerator including the 11272026
| had-an accumulation of debris and the bottom of ‘condenser fan was eleaned and
-he-refiigérator had dried brown arid white liquid. ‘sanitized at the time of inspection; All !
B T wyrpw s L e S ST | arcas Hsted will be kepholean and: ... ... .
- .| 16 ice Triachine fafled to.have analrgap,the__ | g%f‘ﬁ_i—zi ﬁf@m e
- . [Pleetothelce machine-was oh an angle to the ayS SanitizetongolE
| floor with wafer occasionally coming out onto the
floor. Air gap for ice machine drain; Vendor
. 7 . NP heduled for 2/9/2626 — completed
During a surveyor interview with Dining Server, 5 :m:l date P 2192026
Staff A, fallowing the observations, she on this ca
acknowledged fhe plastic cover, the three white
bins, the condenser fan In the refrigerator, and X
the bottdm of the refrigerator needed cleaning.
She further acknowledged the ice"machine did
not have an air gap, o
a. During afoliow up visit to the main kitchen on
1/13/2026 ai 11:00 AM, the surveyor asked the _ j
7z Haz.aicon ,
3TATZE FORN ; iz SVSH 11 d sontnogdon snaet 11 3t 13
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S 560| Continuad From page 11. S 560 .
Senior Dining Service Director to test the Sanitizer solution for dish machine not unanoes!
chemical dish machine. The test strip used did dispensing correctly: This was
not register, he repeated this twice. He could not corrected before then end of the day,
provide evidénce the dish machine was sanitizing on the day of inspection.
the dishes. ———e
2. During a surveyor observation of the servery
on 1/12/2026 at 10:25 AM, the following was
observed:

; , ; , i712/202
-the inside of the microwave had The microwave was cleaned at time of 6
brownish-orange dried fiquid on the sides and top |« inspection and will be kept clean
of the microwave, ongoing, o _
.. . . 11212026
“the bottom of the cart contalning cereals, had \QSD The cart was eleaned a time of z
dried up brown fiquid. q>§9 inspection, and the carts will be kept ;
- il ing forward and ongoing,
Following the above observations the Senior Glean moving gong
Dmmg Server, Staff B, acknowledged that the
microwave and the bottom of the cart were not
clean.
3. During a surveyor interview with Nursing s
Assistant, Staff C, in the Wellspring kifchenette g Time and temperature control WSV 1/13/2026
| on 1/13/2026 at 8:30 AM, the surveyor agked her : {Sausage not up to correct temp). Lids
il 1 fogmﬂiagemparatmggithisa%ag. . this was to-be.used moro.efficiently-during
pear the end of the meal service, The service to maintain correct —
temperature of the sausage read-124.2 degrees femnerature
Fahrenheit, P )
5 ’ . . i hedule that
During & surveyor interview with the Senlor Dining S‘felimc?;d ";‘“"“’m.g Scf t:wa d
Service Dirsctor on 1/13/2626 at 10:30 AM, he will be utilized moving forward.
acknowladged the sausage was not at the hot
holding temperature of 135 degrees Fahrenheit X
(required fo keep cooked foods safe for service).

S 640 Resxdent:al Care Services 2.4.26. B. 1 Medication | S640
Services
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S 640/ Continued From page 12 S 640

2.4.26 (B) (1) Administration of Medications

1. Residences licensed at the M1 level may
administer medications to residents including, but
not limited to, removing medication coniainers
from storage, assisting with the removal of a
medication from a container for residents with
disabiiity which prevents independence in this act,
and/or administering the medication direcly fo the
resident.

a. The resident or guardian must provide
written authorization for the residence to provide
administration of medications.

b. Medications shall be administered in
accordance with written orders of a physician.
The residence must provide in writing, a
description of services provided by the residence
to each physician, including limitations on service, .

¢. All medications must be checked against &- -
physician’s orders by a licensed nurse, or
pharmacist,

d. The resident must be Identified prior to
administration of any medication.

= 8. The medication must bs in the original
pharmacy-dispensed contalner with proper label
and directions attached and be administered in
accordance with such label,

f. Injectable medications, including but not -
fimifed to insulin, which cannot be
self-administered by the resident, must ba.
administered by a licensed nurse...

g. There shall be written a policy/procedure

~acilities Regulation
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for the disposal of hypodermic needies, syringes
and other such instruments that Is in compliance
with Part 20-15-6 of this Title, Hypodermic

Needles, Syringes, and Other Such Instruments,

(1) The legal destruction of hypedermic
needles, syringes or other such instruments is the
responsibility of the last entitled or authorized
possessor,

(AA) All personnel or residents legally
authorized to use disposai syringes and nesdies,
shalf destroy them after one (1) use.

. {BB) Excess and undesired needles,
syringes- and other such instrumenis shall be
stored in impervious, rigid, puncture-resistant
container for disposal, Intact needles shal be
placed directly into the collection containers.

(CG) Personnel handling disposal
waste materials such as needles, syringes, and
other such instruments may treat and destroy

_Sﬂakggaﬁ&hy;a:BEMrappmved:a}ternative :

tr@?ﬁ?ﬁﬁﬁaéﬁaetrcﬁ‘téChnolggy‘grE@‘élar@ the
regulated: medical wasfs for off-site transport by a
DEM-permitted medical waste transporter,

* h. Individual medication records must be
retained for each resident to whom medications
are being administerad and each dose
administered to the resident must be properly
recordad.,

i. Any medication administered by the
residence and refused by a resident shall be
documented and reporfed, as appropriate.

J- Medications shali be stored seeyrely and in

Tl
TR

223 Reagy

STATE FORM

* One bottle of Imodium
" One bottls of Tylenol regular sirength

. One bottle of Tylenol Extra strength
| 500mg 9

: One bottle of beets & coenzyme Q-10

; One bottle of wemen’s daily 50 ptus
: multivitamin/multimineral supplement

n 57 GRANDEVILLE COURT
BRIGHTVIEW COMMONS WAKEFIELD, RI 02879 ,
X4y 1b SUMMARY STATEMENT OF DEFICIENCIES |15} PROVIDER'S PLAN OF CORRECTION (%5)
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$ 840| Continued From page 13 §640 On 1/12/2026 at 9:55AM, surveyor : /'12 g

requested access to medication cari(s)
located on the first floor te assess the
medications contained inside of the
cart, CMT od duty is actively
administering medications at the time
of request. CMT unlocked the
medication catt and allowed access as
requested. The following medications
were identified with only OTC Jabel
directions for use but all bottles had |
H
i

been labeled with approptiate
identification for which resident the
medication belonged to: '

Oxe bottle of vitamin D3 10007U
One bettle of Vitamin D3 200010
One bottle of Vitz:.mi:n D3 500010
'TWO boitles of Vifamin B12 1000mcg
OEWBOﬂIWME@@?ﬁg o

325mg

e

ihation v

8ogg
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$ 640| Continued From page 14 $640 || Alabel with “Diroctions changed rofer

such a-manner to prevent spoilage, dosage
errors, adminfstration errors, and/or inappropriate
access, Provisions for safe storage may Include
lockable containers, secure spaces, or lockable
units, as appropriate to the residence and the
resident popuation.

k. All medication in the residence, regardless
of whether controlied by employees or by the
resident, shall be stored securely as stated in §
2.4.25(A)(3)(a)(8) of this Part.

Il. All cenfrally stored medications shall be
maintained in accordancewith manufacturer ' s
labeling and administered by authorized
parsannel.

This Requirement is not met as evidenced by:
Based on surveyor observation and staff
interview, it has been determined the residence
failed-to-ensure-that medications shall be stored
securely antin-sueh a-manner to prevent
spoilage, dosage ervrors, administration errors,
and/or inappropriate access for two of two
medication carts obsarved. |

-

Findings are as fot[ows:

1. During a surveyor obasevation of the first-floor
medication cart on 1/12/2026 at 9:55 AM, the
medication cari revealed the following
medications that did not contain directions for
use: . N

- one bottls of vitamin D3 1000 I,U\(lntemaﬂonal
uhits)

| « one bottle of vitamin D3 2000 U

Q@GK%Q

to chart” was placed on every bottle
* noted above te indicate ensure that the
administration of each medication is
based upon Physician Otder which is
listed in the Electronic Health Re&ord
Ongoing training has occurred to ;
ensure that each OTC bottle rec*éived
in the future has this label applied.

On 1/12/2026 at 9:55AM, surveyor | |, 1/12/2006
requested access to the medication .t

i cart(s).Jocated on the second floor to
assess the medications contained

i inside of the cart, Wellness nurse on
duty unlocked the door to the
medication room and brought
surveyor info the toom. She then
unlocked both medication carts and ‘
the refrigerator for surveyor to inspect. |
The following medications were
identified without OTC label

: directions for use, but all bottles had
been labeled with appropriate

l identification for which tesident the

% medication belonged to:

* One bottle of 3mg melatonin
One bottle of Melatonin Smg
One bottle of bisacodyl Smg

Three bottles of acetaminophen
509mg

‘acilifies Ragulation f
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S 640| Continued From page 16 $640 One bottle of Aspirin 81mg
~ one bottle of vitamin D3 5000 It ,
- two bottles of vitamin B12 1000 meg One botile of women’s formula
{microgram) multivitamin/multimineral supplement
- one bottle of melatonin 3 my (milligrams) ,
- one hottle of Imodium One bottle of docusate sodium 100mg
- Ohe bottle of Tyleno! regular strength 325 mg .
- one botfle of Tylenol extra strength 500 mg One bottle of Spectravite
- one bottle of beets & coenzyme Q-10 multivitamin/multimineral supplement
- ohe hottle of women's daily 50 plus .
multivitamin/mulimineral supplement Three bottles of aspirin 81mg
-one botls of PB 8 problotic (@ One bottle Osteo Bi-Flex jolnt health
During a surveyor inferview with Certified triple strength plus Vitamin D

Medleatlon Technician (CMT), Staff D, following "
the above observations, he could not provide a}*\é” One boitle of vitamin C 1000me
evidence the above-mentioned bottles had a labe!| \\ o . _

with directions for use on them, as required. 0>\ TW(.) battles of MiraLAX

A label with *“Directions changed refer
fo chart” was placed on every bottle

2. During a surveyor observation of the
second-floor medication cart on 1712/2026 at 9:55

AM; the medication cart revealed the following  noted above to indicate/ensure that the
medications that did not contain directions for - administration of each medication is
use; based upon Physician Order which is

- one bottle of melatonin 3 Mg Onoine frainine has socnmed
: e soitig-traiting has eccwred.to
- two bottles of melatonin 5 mg s .
~ one bottle of bisacodyl 5 mg ensure that each OTC bottle received

- three bottles of acetaminophen 500 mg .in-the future has this label applied.
:gg: ggg{g g; \?V?:)F:;)Fg]n%1f$g1ula All medications listed were always
multivitamin/multimineral supplement secured inl locked medicaticn cari(s)

- one bottle of docusate sodiun 100 mg since receiving said medication. The
- ene bottle of Spectravite LT T e
multivitamin/im ulfimineral supplement medication carts are secured in locked
- three bottles of aspirin 81 mg rooms when not in use.

- one hottle of Osteo Bi-Flex joint health triple
strength plus vitamin D ~

- one bottle of vitamin G 1000 mg

- iwo botfles of Miralax

listed in the Flectronic Health Record.

‘achitias Ragulation
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S 640} Continued From page 18 S 640
During a surveyor interview with the Health
Services Direclor on 1/12/2026 at 11:45 AM, she
was unable to provide evidence the
above-mentioned medications were stored
securely and. in such a manner fo prevent
spoilage, dosage errors, administration errors;
and/er inappropriate access, as required.
S 775 Physical Plant 2.4.32.1 Safety Requirements 5775 All future fire drills will meet the 50% 42026
. obstructed criteria as requested by the )
24.32 (1) Safely Requirements state surveyor and in accordance with
I. Each residence shall develop and maintain a the RIALF Ifﬂg“E_aﬁ"nS- Bach January
written plan and procedure for the evacuation of the community will use the QAPI
the premises in case of fire or other emergency, Safety Schedule to plan drills for the
based on F1/F2 licensure requirements, Fire entire year and 50% of those will be
Safety Code - General Provisions (R.I. Gen. Laws o obstructed as required.

Chapter 23-28.1) requirements,

1. Emergency steps of action shall be clearly
outlined and posted in conspicuous locations
throughout the residence.

2. Drills simulaling fire.emergencios, testing
the effectiveness-of the fire evacuation plan shall
be conducted at least six (6) times per year on a
bimonthly basis-with a minimum of two (2) drills
conductéd during the night when residents are
' sleeping with documentation of observed abllity of
residents to carry out evacuafion procedures. At
least fifty percent (50%} of these drills shall be

General Provisions (R.). Gen. Laws Chapter 23-
28:43-

3. The drills shall be permitted to be
annaunced in advance to the residents. The drills
shall involve the aciual evacustion of ali residents

to an assembly point as specified in the

obstructed drills, as defined in Fire Safety Code - |

7
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emergency plan and shall provide residents with
experience in egrassing through all exits and
means of escape required by the Fire Safety
Code - General Provisions (R.. Gen. Laws

| Chapter 23-28.1). Exits and means of escape not

used in any fire drili shall not be credited in
meeting the requirements of the Fire Safety Code
- General Provisions (R.|. Gen. Laws Chapter 23-
28.1.

a. Documentafion of fire drills shall be
malintained and shall include no less than the
following information:

(1) Name of the person conducting
the drill;

(2} Date and time of the drill;

{3) Amount of time taken to evacuate
the building or unit;

(4) Type of diill (i.e., obstructed or
unobstructed);

{5) Record of problems encountered
and steps taken to rectify them;

(6) Employee observation of each
resident ' s ability to carry out evacuation
procedures,

4. Residents shafl be instructed in all
alfernative methods of escape since the primary
exit may be unusable due to fire and/or smoke.
Such instruction shall be documented in the
record described in § 2.4.31(1)(3)(a) of this Part.

5. Each new resident shall be oriented to the
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fire drill procedure on admission, with
documentation of the orientation piaced in the
resident * s record,

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has

'| been determined the residence failed to ensure

drifis simulating fire emergencies, be conducted
at lsast six (6) times per year on a bimonthly
basis and at least fifty percent (50%) of these
drills shall be obstructed drills as in Fire Safety
Code-General Provisions (R.I. Gen. Laws
Chapter 23-28.1).

Findings are as follows:

Record review revealed fira drills were conducted
on the following dates in 2025

2/21/2025, 3/192025, 412712025, 6127/2025,
7/31/2025, 8/29/2025, 10/27i2025, 11/25/2025,
and 12/31/2025.

Further review of the fire drill documentation
revealed that 3 of the drills, 2/21/2025, 7/31/2025,
and 8/29/2025, were recorded as obstructed
which is 33.3%, not the required 50%.

During a surveyor irterview with the Maintenance
Director on 1/12/2026 at approximately 11:00 AM,
he could not provide evidence that 50% of the
drills were obstructed.
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