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Based on observation, record review, and- )

resident and staff interviews, it has been
determined that the residence failed to provide Excilities Regutatio
services to all residents in accordance with the
prevailing community standard of ¢are for the
singular resident reviewed for a mechanically
altered pureed diet, Resident ID #1,
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Findings are as follows:

Review of a community reported complaint sent
to the Rhode Istand Department of Health on
11/28/2025 aileges that on Thanksgiving Day the
complainant, who is a resident, received fish that
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During a surveyor interview with the resident 7 £l A ol
immediately following the above observation, the 41 7 roed ¥ / .
resident revealed that hefshe likes eggs over a7 ¥ L i 7

easy. Hefshe indicated that it's easy for him/her to
chew. Hefshe further revealed that hefshe had
jaw surgery and has no pottom teeth. '

Record review of the physician's arders revealed
the resident is on a pureed diet (a texture
modified diet for people who have trouble
chewing or swallowing, including foods blended
or mashed to a smooth, thick, pudding-iike
consistency free of lumps, skins, seeds, or tough
fibers).

During a surveyor interview with the Dining
‘Service Director at 12:50 PM, he revealed he
worked Thanksgiving Day and the resident either
received turkey ot fish that was not pureed. He
further revealed that the resident chooses not 1o
eat pureed meats and that it is hisfher choice.
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During a surveyor interview at approximately 1:30
PM with the Administrator, she could not provide

documentation that the resident refuses a pureed
diet. Additionally, she could not provide evidence

‘that the physician was made aware that the

resident is not following @ purged diet.

Residency Requirements 2.4.18.H Reporting
Requirements

2.4.18 (H) Reporiing Reguirements

H. The residence shall maintain evidence that all
repartable incidents have been thoroughly
investigated and that actions have been taken to
prevent further incidents while the investigation is.
in progress. Appropriate corrective action shall be
taken, as necessary. The results of said
investigation shall be reported to the Department,
within five (5) business days, on forms supplied
by the Department.

This Requirement is not met as evidenced by
Based on record review and staff interview, it has
been determined the residence failed to submit
results of investigations within five (5) business
days to the Department, for 2 of 3 incidents
reviewed, ACTS intake #s 102519 and 102576.

1) Incident #102519 was sent to the Department
of Health on 11/18/2025 and alleges a resident
tested positive for oxycodene on the toxicology
screen at the hospital.

Recqrd review revealed the facility failed to
provide the 5-day investigation report fo the
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During a surveyor interview with the Administrator 'f
on 12/9/2025 at approximately 9:00 AM, she was
unable to provide evidence the 5-day
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