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S 003 Initial Comments 5003
An unannounced biennial State Licensure survey
and a complaintiincident investigation survey
{E34C11, M1/168/2026)were conducted at this
residence. Deficiencies were identified relative to § :
the State Licensure survey, ce V@@
N
8059 Licensure Requirements 2.4.3 Quality Assurance | S0585 FEB ! U202
2.4.3 Quality Assurance ; Begulation

A. In accordance with R.l, Gen. Laws §
23-17.4-10.1, each assisted living residence shall
develop, implement and maintain a decumented,
engoing quality assurance program.

1. The purpose of this program shali be to
attaln and maintain a high quality assisted living
residence: through an on-going process of quality
improvement that monitors quality, identifies
areas {o Improve, methods to improve them, and
| evaluales the progress achieved.

2, Each licensed residence shall establish a
quality improvement commitiee which shali
include af least the following; assisted living
administrator, registered nurse and a
representative of dietary services.

%26 Czs )

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

4. The quality improvement commitiee shall
review and approve the quality improvement plan
for the residence at intervals not {0 exceed twelve
{12} months. Said plan shall be available to the
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public upon request.

5. Each assisted living residence shall
establish a wiitten quality Improvement plan that
includes:

a. Program objectives;

bh. Oversight responsibitity {&.g., reports
to the governing body, Q! records),

c. Includes methods to identify, evaluate,
and correct identified problems;

d. Provides criteria fo monitor personal
assistance and resldent services, including, but
not lmited to;

(1) Resident/family satisfaction;

{2} Medication administration/errors;

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

{4} Resident falls;

{5) Plans of correction developed in
response to the Department ' & inspection

“reports,

B. in addition to the requiraments of §§ 2.4.3(A) -

(1) through {B) of this Part, all assisted fiving
residences with a "dementia care” license and/or
a “limited health services ficense” shall also
address the following areas in their quality
improvement plan:

1. Prevention and treatment of decubitus

5055
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ulcers;

2. Dehydration, and nutrifional status and
weight foss or gain; and

3. Changes in mental or psychological status.

4. Quality improvement documentation shall
‘be kept on file for a minimum of five (5) years.

This Reguirement is not met as evidenced by.
Based on record review and staff interview, it has
i been determined that the residence failed to
establish a writien guality improvement plan that
included afl required compenents.

Findings are as follows:

Record review of the written plan failed to Fehe Adion Qaroknr an 0\
describe medication administration and N 7

medication errors. Additionally, the plan failed to DON W\ Tedse e 7
describe resident falis. VAN "(‘j OSSNUAC € rq) O(-,‘x
Y0 InUDde Medkcetion

%&@

During a surveyor interview with the Administrator

on 1/16/2026 at appraximately 2:00 PM, she i le - %

could not provide evidence that the quality eCroes an 0\ ﬁeé t(:\f’ {\J(
impravement plan had all of the required Cp\\\s 2Uen, RN X' AL
componants.

noKe ko e Tefctted,
S 170; Organization And Management 2.4.13.A 8170
Administrative Management

'2.4.13 (A} Administrative Management

A. All licensees shalt provide staffing which is
sufficient to provide the necessary care and
| services to attain or maintain the hlghest
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practicable physical, mental and psychosocial
well-belng of the residents, according {o the
appropriate level of licensing. At least one (1)
staff perscn who has completed employee
fraining as outlined in § 2.4,12(() of this Part
shall be on the premises at ali times,

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the facility failed to provide
staffing which is sufficient to provide the
necessary care and services to attain or maintain
the highest practicabie physical, mental, and
psychosocial well-being of the residents, refative
{o personal care provided by Staff A and B.

| Findings are as follows:

Review of the Nursing Assistants, Medication
Aides, and the Approval of Nursing Assistant and
Medication Aide Training Programs
(216-RICR-40-05-22) regulations under Section
22 4 "Levels of Nursing Assistants," states in part,
1. Nursing Assistant. A nursing assistant is a
paraprofessional trained to provide personal care
and related health care and assistance to

individuals...and who are residents of or receiving

services fram health care facilities or agencies
licensed by the State, and holds alicense as a
nursing assistant issued by the Department...”

Further review of the regulations under Section

22 5 "General Requirements: Nusing Assistants
and Medication Aides" states In part, *...A. No

{ person shall be employed in this Stateas a
nursing assistant or medication alde unless he or .
 she halds a license as a nursing assistant in
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8§ 170

§ 295

Continued From page 4

accordance with the provisions of the Act and this

1 Part.."

Review of a job description titled, "PCA"
{Personal Care Attendani) states in parf,

.. Bxamples of work Performed: ... To assist
residents with the Activities of Daily Living such

‘| as; toileting, dressing, bathing...”

Review of a facilily staff list indicated PCA, Staff
A, was hired on 9/8/2025. The list further
indicated PCA, Staff B, was hired on 4/14/2020,

During a surveyor interview with Staff A on
1116/2026 at 1:40 PM, she revealed she assists
residents with bathing and dressing.

During a surveyor interview with Staff B on
1/16/2026 at 8:16 AM, she revealed she assisis
residents with drassing and showers,

During & surveyor interview with a resident on
1/16/2026 at 1:42 PM, hefshe revealed that
hefshe receives assistance with showering and
bathing from Staft B.

During a surveyor interview with the Administrator.

on 1/16/2026 at approximately 11:00 AM, she
acknowledged PCAs do not hoid an active Rhode
Island CNA license and provide personal care to
residents as needed,

QOrganization And Management 2.4.14.J
Management Of Sarvices

2.4.14 (J) Srmoking Policy
1. If the residence permits smoking, it shall have

a policy that includes the foliowing:

S 170

§ 295

AR\

1Sylo
£CCeck Ve
e Guc) g CeGsed
L\S@:gt\‘.n PC™S Yo geons
neads on
(Boking),

Aol oV ided oal b&
thienSed no Gf?ng Siet+
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a. Location of designated smoking area(s)
separate from the common area;

b. Prohibition of smoking in any area other
than the designated arga(s);

¢, Adequate ventilation In smoking areas;

d. Assessment {upon admission, quarterly,

and when a significant change in function occurs) |

of ali residents that smoke o ensune sy
smoking capabilities,

Ead

This Requirement s not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence faiked o
follow their policy relative to smoking and failed fo

1 complete a smoking assessment upon admission
-1 and quarterly for 2 of 2 sample residents

reviewed for smoking, Resident ID #s 1 and 2.
Findings are as follows:

Review of a policy tifled, “...4.1 Smoking...1. The
smoking areas on the grounds of the Residence
include the parking lot only. 2. Residenis who
smoke will undergo an assessment for their abllity

to safely smoke as part of their clinical

assessment for admission into the residence and
as required by RI Depariment of Health
regulations..."

During & surveyor interview with the Director of

Weliness (DOW) on 1/15/2028 at approximately -

8:00 AM, she revealed Resident iD #1 and 2 are
smokers,

5295
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1} Record review revealed Restdent |D #1 moved

into the residence in November of 2024 with a
diagnosis including, but not limited to, chronic
obstruciive pulmonary disease.

Further record review failed to reveal evidence of -

a smoking assessment being completed upon
admission.

Record review revealed a smoking assessment
dated 3/8/2025, 6/20/2025, and 124/2025.

The record further failed to reveal a quarterly
assessment for September of 2025,

a. During a surveyor observation on 1/16/2026 at
7:30 AR, the resident was outside on a bench in
the back of the bullding smoking, not a
designated area per the facility's policy.

Foliowing the above observation, Certified
Medication Technician, Staff C, observed the
resident outside and brought the resident inside
and reminded the resident that the parking lot

| area is the only designated area to smoke.

Durng a surveyor interview with fhe Administrator
following the above observation, we went oulside
in the back of the building so the Administrator
could observe several cigarette butts on the
ground near the bench. She acknowledged the
cigarette butts on the ground and was unable to

provide evidence that the residents are smoking -

in the designated areas.

2) Record review revealed Resident 1D #2 moved
into the residence In July of 2025 with a diagnosis
including, but not limited to, Type 2 diabetes
mellitus.
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§295: Continued From page 7 S285 :
During a surveyor intenview with the DOW on S 3\0\8- . 1
1118/2026 at approximately 11:45 AM, she Qo Resdeax H\oncdxl
revealed the resident did not come Into the . Ce\neng .
residence smoking, sfhe began smoking after N’“JQE\‘\L"A comy e,r\—q, dis
admission, S0y GE Sess Mﬂi\X(j(
During a surveyor inferview wily the resident on Comprece 4 1 ? x’ \.Li
11612026 at approximately 1:15 PM, sthe - Yo QoKX 2 Pne T Qb ity
revealed that sihe smokes about two {0 three - -
cigarettes per day and has heen smoking for A@ SM “\fe Soje\ V\ ’
several months, i £\ Q\Q‘c\ (\(?-"\5(3 cale _
Further review of the record faited to reveal any \\‘XV NG hes oeen O\Qdc"k ed 7
smoking assessments, evaluating the resident's ’\)\ Yo telreck Swokl ny Skaios ,
ability to smoke safely. N\ {

v gesigneked Shaokag ared,
| During a surveyor interview with the DOW on ol Sl g 4 Q(-o,!( o\§
+ $/16/2026 at approximately 12:15 PM, she could -

not provide evidence of an initial smoking
assessment for both residents. Additionally, she
could not provide evidence that Resident D #1
had & September's smoking assessment and
could not provide evidence of any assessments
for Resident \D#2. -

S 336 Residency Requirements 2.4.16.A Resident 5335

Records

2.4.16 (A} Resident Records

A, Each residence shall, at 2 minimum, maintaln

the following information for each resident:
1. The resident's name;
2. The resident's last address;

3. The name of the person or agency
referring the resident to the home;

Facilities Regulation
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4. The name, specialty (if any), telephane
pumber, and emergency telephone number of
each physician who is currently treating the

resident;

8. A list of medications taken by the resident,
including desage, and specific records of
medication administration as required by the
Department;

a. In residences licensed at the M2 level,
if a resident refuses to provide the information
cited in § 2.4.15(A){6) of this Par, this fact shall
be documented in the resident * s service
agreement,

7. Written acknowledgments that the resident
has slgned and received coples of the rights as
provided in R.l. Gen. Laws § 23-17.4-18;

8. information about any specific health
problems of the resident, which may be useful In
a medical emergency, including diagnostic and/for
therapeutic orders;

g, Arecord of personal properly and funds
which the resident has entrusted to the
residence;

10Q. The name, address, and telephone
number of a person identified by the resident who
should be contacted in the event of an
emergency or death of the resident and the
name, address, and telephone number of the
legal guardian;

: 5. The date the resident began residing in the |
home;

5335
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11. Any other health-related emergency, or
pertinent information which the resident requests
the residence to keep on record;

12. Acopy of the initial and periodic
assessments dascribed in § 2.4.16 of this Part;

13. A copy of the service plan and nurse
review as described in § 2.4.16 of this Part;

14, A copy of the residency agreement as
described in § 2.4.14(C) of this Pait.

| This Requirement is not met as evidenced by:

Based on record review and staff Inferview, it has
been determined the residence failed fo include,
at a minimum, information about any specific
health problems of the resident, which may be
useful in a2 medical emergency, inciuding
diagnostic andfor therapeutic orders, for the
singular resident reviewed receiving outpatient

services for occupational therapy, Resident 1D #3.

Findings are as faliows:

‘Racord review revealed the resident moved info

the residence in July of 2025 with a diagnosis
including, but not limited to, history of transient
ischemic attack (a temporary blockage of a blood
vessel in the brain, this biockage deprives a part
of the braln of oxygen),

During a surveyor interview with the Director of
Wellness (DOW) on 1/15/2026 at 9:41 AM, she
revealed this resident has occupational therapy
from an outside agency.

Record review failed to reveal outside agency

Faciiies Reguiation
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Assassments/Service Plans
2.4.17 {F) Nurse Review

1. Nurse review Is necessary for all levels of
licensure.

a. A registered nurse shall visit the residence
at least once every thirty (30} days except as
provided In § 2.4.168(F)(1}(b) of this Part and shall
complete a review to inciude the following:

{1) Monitor the medication regimen for all

1 residents;

{2} Review any new physician orders and
evaluate the health status of all residents by

| identifying symptoms of iliness and/or changes in

mental/physical health status;

{3) Evaluate the appropriateness of
placement for each resident;

(4) Make any necessary
recommendations to the administrator;

_ {5} Foliow up oh previous
recommendations;

O3l DA vt Tox o
W&x&fz«iﬁ O GAY G4eNC §¢
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8 335 Continued From page 10 5 355 g\gg 5 " \
; ‘ndicati i i 2 £ OCLOpeX. vaul Wiy,
service notes indicating any information about e 6 ' el AN L 10y
any specific health problems of the resident, | GGeAte Qe Yialy Serute el +§9
including any diagnostic Information. ; QQTS" denx 3 el o N U{
During a strveyor interview with the DOW in the \mme i ‘{"JCQ\“( v B\ (o ’Hﬁ’ Gn Oﬁ pé §-f
' presence of the Administrator, on 1/16/2026 at L\C—COQUY OADL Mg rtpe nodtps werle
approximately 3:15 PM, she could not provide D\O)(u‘f!\.fﬂ 0»’\0\ \e.cecd Sh
evidence of outside agency service notes for this @ \{\9} F2S5QA XS Med: (ol ﬂ,‘(’: ord
resident. N ’ :
N | Residents core fea Wos beep vpdeed
S 400| Residency Requirements 2.4.17.F Resident s400 | YO elelk SErULS oot oS d-e
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residence documenting:

(BB) Recommendations for
follow-up;

{CC) Progress on previous
recommendations;

(DD} Verification that the me
pack or medication

level only);

placement;
fhe residence.
the residence ' s registered medication a

administration of medication.

downloading online},

days.

This Requirement Is not met as evidenc

(6 Provide a signed, written report in the

(AA) Date and time of assessment;

listed by the pharmacist on the mediset, blister
container is current with physician orders {M-1
(EE) Physical assessment identifying

symptoms of iliness and/or changes in mental or
physical heaith status and appropriateness of

{FF) Such repotts shall be on file at

(7) Compiete the quarterly evaluation of

(Approved Department form is available for

b. In those residences that have one
(1) or more licensed registered nurses (i.e., at
least one (1) full-fime equivalent equal to
thirty-five (35) haurs) on-site, the nurse review
shall be compieted at léast once every ninety (80} |.

5400

dication

ide(s)

ed by:
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Based on record review and staff interview, it has
been determinad that the residence failed to
ensure thal nurse reviews held the required
components for 6 of & sample residents, Resident
D#s4,2, 3. 4,5 and6.

Findings are as follows:

A} Record review revealed the following "Nurse
Review(s)" did not contain the ime the
assessment was completed or address the
appropriateness of placement for the following:

4. Record review revealed Resident 1D #1 moved
into the residence in November of 2024. A"Nurse
Review" was completed on 1127/2024,
1201212024, 1/29/2025, 6/9/2025, 9/8/2625, and
12/29/2025, Additionally, the record failed to
raveal & "Nurse Review" far April of 2025,

2. Record review revealed Resident 10 #2 moved

intc the residence in July of 2025, A Nurse
Review" was completed on 8/8/2025 and on
12/28/2025.

3. Record review revealed Resident (D #3 moved
into the residence in July of 2025, A"Nurse
Review" was completed on 9/8/2025 and on
12EBI2025.

4. Record raview revealed Resident 1D #4 moved
into the residence in May of 2017. A"Nurse
Reviaw" was completed on 8/11/2024, 10/5/2024,

1 HM22024, 12112/2024, 1/20/2025, 6/9/2026,

§/8/2025, and on 12/29/2026,

| 5. Rerord review revealed Resident 1D #5 moved

into the residence in March of 2024. A "Nurse
Review" was completed on 4/10/2024, 5(10/2024,
6/10/2024, 7110/2024, 8/10/2024, 91112024,
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5 400; Continted From page 13 8400 |§UOO
10/5/2024, 1171242024, 6/2/2025, 9/8/2025, and A doeny NocSe Tediew &ﬁg{&\,\ci
12/28/2025, Additionally, the record falled to - L ;
reveal a "Nurse Review" for December of 2024 bcj WS \D@—e'\_“ ' W\Q\U’\V\U\VE: A ko
and April of 2025, EnSIe ; Teo) 8wl Gre (oMM eXesd

6. Record review revealed Resident ID #5 moved @ Aw ' Me,\.,_’ O-i\d hO Mo WS ez
into the residence in November of 2019. A"Nurse

Review" was completed on 4/10/2024, 5/10/2024, \_/ Mased. o
B/10/2024, 7/10/2024, 8/10/2024, 9/11/2024, q)\\\\x}o AdsonssXrurs e W\ Cond ol pmant-th

101562024, 1111212024, 12/12/2024, 1/21/2025, - -

6/0/2025, and 9/8/2025. Additionally, the record Aodi-ts dh potfe Tedieus ]

failed to reveal a "Nurse Review" for Dacember o enfore i‘\dl\@,q CXe. Lﬂfﬂ/\ﬁf{’g,f
25. . - ; 1

of 2¢ COY LW PSideax § [:\/\J &@Qf‘oi)ﬁcvt’f.

B) Continued non-compliance was identified Q\}Q\.\\lﬁ an V8 Aocdme nNEC

relafive to record review revealing the "Nurse
Reviews" did not contain a physical assessiment
for the following residents on the foliowing dates:

1. Resident ID #1 on 11/27/2024, 121212024,
1/28/2025, and on 12/20/2025.

2. Resident ID #2 on 12/29/2025,

3. Resident 1D #3 on 12/29/2025.

4. Resident [D #4 on 9/11/2024, 10/5/2024,
111212024, 12/1212024, 1/20/2025, and on
12/28/2026.

5, Resident |D #5 on 4/10/2024, 811172024,
10/5/2024, 1112/2024, and on 12/29/2625.
8. Resident iD #6 on 8/11/2024, 10/5/2024,
14/12/2024, 12112/2024, and on 1/21/2025.

During a surveyor interview with the Director of
Wellness, in the presence of the Administrator on
111612028 at approximately 3:30 PM, she was
.unable to provide evidence that the "Nurse
Review(sY" were completed with all required
components for the above-mentioned residents.
Additionally, she could not provide evidence of
Resident 1D #1's April 2025 nurse review,
Resident ID #5's December 2024 and April 2025
Facilities Regulation
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nurse reviews, and Resident 1D #6's December
2025 nurse review.

5 405; Residency Requirements 2.4.17.G. 1. Resident S 405
Assessment/Service Plans

2417 (G) {1) Semvice Plans

1. Within a reascnable time after move-in, noi to
exceed seven (7) days, the Administrator shalf be
responsible for the development of a written
service plan based on the initial assessment. The
service plan shall include at least:

a. The services and intervenfions needed,
including ail services provided by outside
healthcare agencies {e.g., home nursing care,
1 hospice};

b. Desoription, frequancy, duration relating to
the service or intervention, including personal _
-| assistance, medication, special diets, recreational
activities, and other similar services rendered;

c. Parly responsible for arranging and/or
providing the service, and

d. The resident ' s requested and/or ,
therapeutically needed recreational and social
activities,

This Reguirement is not met as evidenced by
Based on record review and staff interview, it has
baen determined that the residence failed fo
accurately reflect the services and interventions
needed on the service plan for two of two
residents reviewed for smoking, Resident |0 #s 1

Facilitiss Regulation
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and 2.
Findings are as foltows:
Review of a pollcy titled, "...1.1 Smoking...1, The

smoking areas on the grounds of the Residence
include the parking lot only..."

.During a surveyor interview with the Director of

Wellness (DOW) on 1/15/2026 at approximately
8:00 AM, she revealed Resident 1D #1 and 2 are

-smokers.

1) Record review revealed Resident 1D #1 moved
info the residence in November of 2024 with a
diagnosis Including, buf not limiled to, chranic
pbstructive pulmonary disease.

Buring a surveyor observation on 1/16/2026 at
7.30 AN, this resident was observed outside
smoking in the back on a bench near the gazebo.
After the observation, this surveyor had Certified
Medication Technician, Siaff C, observe this

‘resident smoking in the back where sfhe is not

allowed to smoke, according to fhe facility's
policy.

Record review of the resident’'s service plan,
dated 11/28/2024, falled to be updated annually,
also failed to reveal smoking inferventions to '
keep the resident and other residents safe.

2} Record review revealed Resident ID #2 moved
into the residence in July of 2025 with a diagnosis
including, but not limited to, Type 2 diabetes
meilitus.

Record review of the resident's service plan,
dated 7/18/2025, fatled to reveal smoking
interventions to keep the resident and other

ETHAN PLACE
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES . i PROVIDER'S PLAN OF CORRECTION X5
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be: (A) Stored so they do not contaminate FOOD,
EQUIPMENT, UTENSILS, LINENS..."

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 an
accumulation of dust...other debris..."

-Record review of the 2022 Food Code published

by the U.S. Food and Drug Administration Section
3-304.12 states in part, "...In-Use Ulensils,
Between-Use Storage. During pauses in FOOD
preparation or dispensing, FOOD preparation an
dispensing UTENSILS shall be stored: (A} Except
as specified under {B) of this section, in the
FOOD with their handtes above the top of the :
FOOD and the container: (B) In FOOD that is not |
TIMETEMPERATURE CONTROL FOR SAFETY
FOOD with their handles above the top of the
FOOD within containers or EQUIPMENT that can
be closed, such as bins of sugar, flour, or '
cinhamon..."

Record review of the 2022 Food Cede published
by the U.S. Food and Drug Administration Section
3-205.15 Package Integrity, states in part, "FOOD
packages shall be in good condition and protect
the integrity of the contents so that the FOOD is
nat exposed to ADULTERATION or potential
contaminants."

A. During a surveyor ohservation of the main
Kitchen on 1/15/2026 at 7:45 AM the following
was revealed:

-a jug of steaming hot coffes was put into the
reach-in refrigerator,

-fwo brooms and a dustpan stored in between the

Y

" ETHAN PLACE
. ... . WARWICK,RI 02888 L
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S 560

residents safe.

During a survayor interview with the DOW on
1/16/2028 at approximately 3:15 PM, in the
presence of the Administrator, she could not

1 provide evidence smoking interventions were

listed on the above-mentioned service plans, as

| required. She further could not provide evidence

that Resident 1D #1's service plan was updated
annually, as required, or that the resident foliowed

j the facility's smoking policy.

Residential Care Services 2.4.23.C Dietsiic
Services

2.4.23 (C) Dietetic Senvices

C. The food service in each residence shall
comply with the appropriate reqtiirements of R.{,

- Gen. Laws Chapters 21-27 and 21-31, Part

50-10-1 of this Title, Rhode Island Food Code,

-and such other applicable statutory or regulatory

provisions.

This Requirement is not met as evidenced by:
Based on surveyor ohservation, record review,
and staff interview, it has been determined that
the facility faited io comply with all appropriate
standards of the Rhode Istand Food Code relative

o the main kitchen and the dry storage room.

Findings are as follows:

Record review of the 2022 Food Code published
by the U, 8. Food and Drug Administration Section
6-501.113 Storing Maintenance Tools states in
part, "...Maintenance tools such as brooms,
mops, vacuum cleaners, and similar itemns shall

S 580
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by date of 12/3/2025. beey aiSocrded ad
-4 cans of chili con carne with beans with a best CQQ\QS\\%\QO\ \ ‘:5 OUK E)\\a“
by date of 8/21/2025. Additionally, one ofthose | \owo Sk X A%o coves
cans was dented. CU\d\ U) W \D{’f Of\é’ \{\Q(j
: . | ML
2uring a surveyor interview with the Distary oa X eeckor ofF ood
upervisor following the above observation, she W ] 5(\4 wr
could not pravide avidence that the Seivced Moy M
above-mentioned botlles and cans were within 1% 0 ok ‘(‘EMS‘

their expiration and use by dates, She further
| acknowledged the dented can.

AN K kthenshefh oo\l

S 635 Residential Care Services 2.4.26.A3.C 8635 \Oe :‘\ C,QM \“‘ onee \‘Jg

Medication Services iy

o 0 Hetcnton S Oay CoXCe Cokes feeded
A, i ~

2.4.26 (A} {3} (C) Medication Services QQ{“ %\)\ée\.r\éS

c. For the first three (3) months of employment, a

licensed nurse designated by the health care

facility, adult day care program, or assisted fiving
residence, as appropriate, shall conduct and
document monthly evaluations {in accordance
with the evaluation checklist on the Department
website) of & medication aide who administers
medication. After the first three (3) months, the
evaluation shall be conducted no less than
quarterly. Copies of said evaluations shall be
placed in the medication aldes’ personnel
records.

A

This Requirement is not met as evidenced by,
Based on record review and staff interview, it has
been determined the residence failed to have a
physician or nurse supervisor conduct and

Facilities Ragulation '
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document evaluations of the Certified Medication
Technicians (CMTs) who are administering drugs,
and place a copy In the employee's personnel
record, for 5 of B CMTs reviewed, Staff C, D, E, F,
and G.

Findings are as follows:

1. Record review revealed Staff C was hired in
July of 2022, as a Certified Medicafion Technician
{CMT).

Record review failed to reveal evidence that
quarterly evaluations were conducted in June and
December of 2025,

2. Record review revealed Staff D was hired In
August of 2025, as a CMT.

Record review failed to reveal evidence that a
monthly evaluation was conducted in October of
2025, after the second initial evaluation on
9/10/2025.

3. Record review revealed Staff E was hired in
June of 2025, as a CMT.

Record review falled to reveal evidence that a
maonthly evaluation was conducted in August of
2025, after the second initial evaluation on
74612025 or that a quarterly evaluation was
conducted in Dacember of 2025.

4, Record review revealed Staff F was hired in
January of 2021, as a CMT.

Record review failed to reveal evidence that a
guarterly evaluation was conducted in June of
20285.

(X4) 1D SUNMARY STATEMENT OF DEFICIENCIES 53 PROVIDER'S PLAN OF CORRECTION &5
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Services
2.4.26 (B) {1} Administration of Medications

1. Residences Hcensed at the M1 level may
administer medications to residents including, but
not limited o, removing medication containers
from storage, assisting with the removal of a
medication from a container for resldents with
disabiiity which prevents independence in this acl,
and/or administering the medication directly to the
resident.

a, The resident or guardian must provide
writien authorization for the residence to provide
adminisiration of medications.

b. Medications shall be administerad 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 fimitations on service.
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5. Record review revesled Staff G was hired in Cov St ¢ b, £ .@, 0N 4 (- s
October of 2018, as a CMT. LAY . .
COmPreted, Pdnan SUrekdC W
Record review fa_lled to reveal ewdenc_e that (on (,\0(;\‘ q I f’(@f\ Ou.ld" ch 01:
quarterly evaluations wera conducted in March, Coas HOrS§0 \ . 3
June, and December of 2025, personnel filed to dhgirc
> 3
A ol (o
| During an interview with the Administrator on rgqu\ teu ey M\&k‘ NS G2 a ! ff FU{
11612026 at approximately 11:00 AM, she could Covelf ontl e comenkiAton o
not provide evidence that Staff D and Staff E had WiGLeorake.
evaluations the first three months of employment, \\4 _
or that quarterly evaluations were conducted, (D}\ '
documented, and placed in the personnel
records, as required for Siaff C, E, F, and G,
$ 640 Residential Care Services 2.4,26,B.1 Medication | 5640
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c. All medications must be checked against a
physician's orders by a licensed nurse, or
pharmacist,

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

e. The medication must be in the orlginal
pharmacy-dispensed container with proper label
and directions attached and be administered in
accordance with such label,

f. Injectable medications, incliding but not

: firnited to insulin, which cannot be

self-administered by the resident, must be
administered by a licensed nurse,

g. There shall be written a policy/procedure
for the disposal of hypoderimic needles, syringes
and other such instruments that is in compliance
with Pari 20-15-6 of this Title, Hypodermic

Needles, Syringes, and Other Such Instruments. |

{1) The legal destruction of hypodermic
needles, syringes or other such instruments is the
responsibility of the last enfifled or authorized
possessor.

{AA) All personnel or residents legally

| authorized to use disposal syringes and needles,

shall destroy them after ons {1} use.

{BB) Excess and undesired needles,
syringes and other such Instruments shall be
stored in impervious, rigid, puncture-resistant
container for disposal, Intact heedles shall be

| placed directly into the collection containers.

{CC) Personnal handling disposal

ETHAN PLACE
. WARWICK, Ri 02688
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i waste materials such as needles, syringes, and

* other such instruments may treat and destroy
such waste by a DEM-approved altemative
treatmentf/destruction iechnology or prepare the
regulated medical waste for off-site transport by a
DEM-permilied medical waste transporier.

h. Individua! medication records must be
_retained for each resident fo whom medications
‘are being administered and each dose
administered {o the resident must be properly
recorded,

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

j. Medlcations shail be stored securely and in
such a manner o prevent spoilage, dosage
errors, administration errors, andfor inappropriate
access. Provisions for safe storage may include B
tockable containers, secure spaces, or lockable - :
units, as appropriate fo the residence and the
resident population.

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

1. All centrally storad medications shall be
maintained in accordance with manufacturer's
labeling and administered by authorized
personnel.

This Requirement is not met as evidenced by:
Based on surveyor observation, record review,
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and staff interview, it has been determined that
the residence falled to ensure that medications
shall be stored securely and in such & manner 1o
prevent spollage, dosage errors, administration
errors, andfor inappropriate access for the
singular medication cart reviewed and for

‘Resident iD#s 3, 4, and 5.

Findings are as fallows:

1} During a surveyor obsetvation of the
medication cart on 1/15/2026 at 10:19 AM, the
medication cart revealed the following
medications without directions for use:

- a bottle of Metamuci 4-in-1 Fiber,

- a botile of 4 in 1 daily fiber supplemnent.

- a bottle of vitamin D3 2000 iU (international

units).
-~ a hottle of vitamin D3 1000 jU.
- a bottte of aspirin low dose.

During a surveyor interview, following the above

| cbservations with Certified Medication Technician

{CMT), Staff F, she acknowledged the
above-mentioned medications did nothave a
label with directions for use on them, as reqtired.

2) Resident ID #3's medication administration
record {MAR) indicates the resident is prescribed
Lantus Insulin,

During a surveyor observation of the resident's
box of medications an opened Lanius pen, not
dated, was revealed. Manufacturer insftructions
indicate to discard 28 days after opening.
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Immediately foilowing the observation, Stafi F
acknowledged the Insulin pen was not dated
when opened.

3) Resident |D #4's MAR indicaies the resident is
prescribed the following medications:

- Ondansetron 4 mg (miligrams) tablets, Take
one tablet by mauth every 8 hours as needed for
nausea.

- Meclizine 12.5 mg tablets. Take 1 tablet by
mouth three times/day as needed for dizziness.

During a surveyor observation of the resident's
kox of medications failed 1o reveal the
above-mentioned medications.

During a surveyor interview with Staff F foliowing
the above observations, she acknowledged that
the residence did not have the above-mentioned
medications for Resident |D #4 to take as
needed. .

4} Resident 1D #5's MAR indicales the resident is
prescribed the following medications:

- Acetaminaphen 325 mg. Take 2 tablets every 6
hours as needed for pain or fever.

- Famotidine 20 mg. Take 1 tablet wicelday as
needed for gastroesophageal reflux disease.

- Lidocaine 4% (percent). Apply 1 patch fopically
once daily as needed for pain,

During a surveyor observation of the resident's
box of medications the following medications had
labels which siated:
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- & hottle of famotidine 20 mg. Take 2 tablets by Sk :‘}f“w.j& . {) ¥8) 9 Ql’\ﬂ \a!oe’\eg_ﬁ seclit e ong
mouth every day. - - 1
- Wi Compeke direciping
- the resident's Lidocaine patch was upavaitable. serivd B‘U-\Caoﬁ\(’ J and (‘Qi;\&wd‘
During a surveyor interview with Staff F foliowing (\79 e O QQ{\&A and o8 RN \\n {}gq
the above observations, she acknowledged the . ~ .
physician’s order for acetaminophen arset - N WUS Al ', Cu\d 0 @p\kf{(,{,’ A wdh oy
famatidine did nat match the orders that were on qy\; wWCS dede v 0 L2 Ofens
the boftles. She further acknowledged that the e s E\a . X
residence did not have the resident's Lidocaine MiSeiag PA0y QGY dos, Ayt facd
patch, S welt Ooktined endl adp
During an interview with the Director of Weliness a2 \UQ)\ € i
on 1/15/2026 at approximately 11:45 AM, she b . L
was unable to provide evidence the ml M e'fe' CQ‘J(’ ons \C‘LH‘S wire
above-mentioned medications were stored Qﬂ Lon ¢ \¢ A u.}'-\w\_ COT-ENX
securely and in such a manner {0 prevent PN : C\ .
spollage, dosage errors, administration errors, Q\’\%S LCieny o (S "ko £aSofe.
andfor inappropriate access, as required. O O
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