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. The filipg of this Plan of Correction (POC) does
5003
§ 003} Initia} Comments . not constitute that the deficiencies alleged did in
An unannolnced biennial State Lisensure survey f‘lt:ct ¢xf§t3 rslnther thfs P‘OC is ﬁle:? ag evadeuce‘ of
and a complaintinaidert investigation survey the _facl_llt:vs continuing commt'tment t_n high
(RL1H11, 08/27/2025) were conducted at this quality resident car'a i full complance with state
residence. Deficiencies were identified relative to and Fedel"al regulations, ) _
the State Licenstre survey. Completion date for eptimal compliance with the
POC will be Qctober 2, 2025
8 085 Licenaure Requirements 2.4.3 Quality Assurance | 8058
. As a Plan of Correction
2.4.3 Qualify. Assurance . 1(POC) for Tag 8035; R
Hecai
A. In accordance with R.l. Gen. Laws § a)Thete were o . V@ﬁ
23-17.4-10.1, each assisted Iving residenca shall ‘ : - o ‘
‘ specified tesidents SEP T
devalop, Implement and maintaln & documeantad, identified in this ta (75
ongeing quality sesurante program. &
. © ipias
1. The purpose of this pragram shall he to b) We recognize that although there @Wﬁgwaﬁm
attain and maintain a high quality assisted Iiving - residents affected by the issue telated to
residence through an on-going process of qualily Q{j Quality Assurance, theve is potential risk to el
improvement that monitors quality, identifies Q / [tesidents (including those on the Demential
areas to Improve, methods to improve them, and {{} Special Care Unit), who may be affected by the
avaluates the progress achieved. Q‘? Quallty Assurance Plan not iticluding the
. N required cotponents. We have since corrscted
’_2. Each IIcenseii reside'?ice Shﬁ.]i Hes;ab‘:ish a the jssue. P
qualify improvernent cormnmittee which sha : T
indu&ye atpleast the following: as:rrsted lving c)The Quality Assurance Plan has been revised
administrator, registered nurse and e to ensure all ?f ths. r.eq”“d slements/
representative of distary services. components are {isted within the Plar} {for all
C units). The Quality Assurance Commiittee will
3. The guality Improvement committee shall neet no less than quarterly to review our
meet at least quarterly; shall maintain records of overall status refated to the elements within the
all quality imp_rovement activitiss; and shall keep Plan, The Committee will be sure {0 include
records of commitiee meatings that shall be evidence of this review in the quarterly
avatl‘lable o the Dapartment duyring any onsite d)The  Executive  Director/designee  is|
visl ] responsible for implementing this plan. The
. - Quality Assurance Comimittes will review the
54 Tbﬁ:jquahty ’mtﬁm"a”"'?”ti commitioe ShE;“ ahhuz! plan for assurances of thoroughness
review and approve ing.quallty imprevement plan and effectivencss. The Committee will review
for the residence at intervals not to excsed twetve the Plan no less than annually and revise
(12) monthe, Said plan shall be avaliable to the e v and fevise the
Faoiies Regdaion e \Plap a3 indicated.
UPF’LIER REPRESENTATIVE'S SIGNATURE TTLE {X8) DATE

LABORATORY D T‘Oi B OR PROVIDERY,
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§ 055} Continued From page 1 ' S D58
putblic upon request, '

&, Each assisted living residence shall
etablish a written quality improvement plan that
includes:

a, Program objectives;

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

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

d. :F‘.r‘evi-:jés criteria to monitor personal
azsistance and resident servites, including, but
not limited to: oo ,

{n Resic_ient!farﬁ ily safisfaction;
{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 ' 8 inspection
reports, .

B. In addition ta the requirements of §§ 2.4.3(A)
(1) through (5) of this Part, all assistad living
resldences with a "dementia care” license and/or
& "limnited health services license” shall also
address the following areas in their quality
improvement plan:

a. Preverition and treatment of decubitus

Facillttes Reguiation .
STATE FORM (T CKaN14 If continuation sheel 2 of 18
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ulcers;

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

¢, Changes in mental or psychologlcal
stafus,

1, Quality impravement doeumentation shall
be kept on file for a minimum of five (5) years.

This Requirernent " is not met as evidenced by;
Based on recard review and staff interview, it has
been determined that the residence failed to
establish & written-quality improvement plan that
included alf required components,

Findings are as follows:

Racord reviéw of the quality assyrance program
writter: plan failed {o reveal evidence that the
residence included the required components
related to the Dementia Special Care Unit;

a. Prevention and treatment of decubitus utosrs.

b. Dehydration, and nutritional status and weight
loss or gain.

¢. Changes in mental or psychological sfatus,
The plan further failad to Include resident and
family satisfaction and reportable iricidents, as
requlred.

During & surveyor interview on 8/27/25 at 11:45
AM with tha Executive Director and the Director

of Wellness, they could not provide evidence that
Facliities Regulation - ' ‘
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Handling
2.4.5 {C} Szfa Resident Handling

€. Shall have a written safe resldent handling
pragram, with Input from the safe handling
committes, to prevent musculoskelatal disorders
among health care workers and injuries 1o
residents. As part of this program, each licensed
assisted living shalll

for all shifts and unlts of the residence-that will
achieve the maximum reasonable reduction of
manual fifiing, transferring, and repositioning of
all or mast of a resident's welght, except in
emergency, fife-threétening, or otherwise
excephional cicumstances;

1. Implement & safa rasident handing poiicy(*\i‘@

2. Gondugt a resident handling hazard
asseasment. This assessment should consider
such variables as handling-handling tasks, types .
of units, resldent populations, and the physical
environmient of resident care areas;

3. Develop a process fo identify the
appropriate use of the safe residant handiing
policy based on the resident ' s physical and
mental condition, the resident's choice, and the
availability of lifting egquipment or it teams, The
polley shall include & means to address
circumstanoas under which it would be medically
contraindicated to use-fifting or transfer alds or
assistive devices for paricular resldents;

3) The Safe Resident Mandling
assesgimients have been completed for
Residents 1D#3, 4 and 5.

b} We have since reviewed all residents safe
resident handling assessments to ensure they
have been reviewed/revised quattetly per our
facitity policy.

C) Our safe resident handling committes meetEI
on a quatterly basis to review residents' status
related to safe resident handling and any
concers related to transfer status/safety noted
from one quarer to the next. At these
ieetings, we will review the residents’ safe a
resident handling status and assessmants to
ensure they are current ahd apcurate. The
Wellness Director/designee will confirm there
is evidence of the quapterly assessment
completed per resident.

d)The  Wellness  Director/designee s
responsible for implementing this plan, We
will conduct audits of safe resident handling
sssessments on a routine basis and the resufts
will be shared with the Quality Assurance
Committee each quarter for a period of no less
than 3 guarters; at which time we will
determine the need/frequency 1o continue
formal audits based on our level of
improvement in this area.

SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION e
é’éﬂé& (BAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACM CORRECTIVE ACTION SHOULD BE OONLETE
. REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE
e - ’ DEFIGIENGY)
5058 | Continued From-page 3 S 055
the quallty improvement plan had all of the
raglired componegnts.
Licanstre Requirement 2.4.5.C Safe Resident 5088 As 1 POC for Tag S085
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4. Designate and train a registered nurse or
other appropriafe licensed health care
professional to serve as an expert resource, and
train alf direct care staff an safe resident handling
policies, equipment, and devices before
implementation, and at intervals not to excesd
twelve (12) months, or as changes are made to
the safe handling policies, equipment and/or

devices bging used; and

&. Conduct a performance evaluation of the
safe resident handling poficy at intervals not to

axcead twelve (12) months, with the results of the |

evaluation reported to the safe resident handling
committee or other appropriately designated
committee. The evaluation shall determine the
axtant fo which implementation of the program
has resulted in & reductiorrin museuinskeletal
disorder claims and days of lost work attributable
to musculo-skeletal disorder caused by resident
handling, and include recommendations to
increase the progrant'’s effecliveness.

This Reguirement is not met as evidenced by:
Based on yecord review ahd staff inferview, the -
residence failed to conduct a safe resident

handling evaluation at intervals not to exceed 12

months for 3 of 3 résidents that reside op an
Alzhelmer's.Dementia Special Care Unlt,
Resident 1D #g 3, 4, and &, .

Firidings are as follows:

Recard review of a residance policy titled “Safe
Resident Handling", that was revised in February
of 2017, states in part, ".,.residents will be
gssessed quarterly for changes in transfer
requirements,..”
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Continued From page 5

1. Resident [D #3 was readmitted to the
residence in January of 2021 with a diagnosis
that includes, but is not iimétgd fo, dementia,

Record review fafled to revea| that safe resident
handling assessmentis were performed per the
residence's policy of quarterly or that they were
completed with each comprehensive assessment
as required by regulation.

2. Resident |D #4 was admitied to the residence
in May of 2024 with a diagnosis that includes, but
s not limited to, dementia.

Rectrd review falled to reveal that a safe resident
handling assessment was parformed quarterly
per the residence's policy or completed with each
comprehensive asrsessment as reguired by
regulation. -

3. Resident ID #5 was adrnitted to the residence
in June of 2022 with a diagnasis that includes, but
is nat limited to, dementia. .

Record review faffed to reveal that safe resident -
handling assessments were performed per the
residence's policy of quarterly or that they were
completed with each comprehensive assesment
as required by raguiation.

During a surveyor interview on 8/26/2025 at
approximately 3:00 PM with the Director of
Wellness, she was unable to provide evidence
that safe handing performance evaluations were
done guarterly per the resldence’s policy or with
each comprehensive assesment, as required,

Residency Requirements 2.4.15.A Resident
Records

5085

5310
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0
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2.4.15 (A) Resident Records

A. Each residence shall, ait & minimum, malniain
the following information for sach resident:

1. The tesident's name,
2. The rasldent's last address;

3. The name of the persan or agéncy
referring the resig!ent to the home;

4. The name, specialty (if any), telephone
number, and emergency telephone numberof
each physician who |s currently treating the
resident; ’ Lo

5, The date the resldent hagan residing h the
home, "' ST

8. Alist-of madications taken by the resldent,
including dosags, and specific records of
medication administration as required by the
Deparimeng

a. In rasidences licensed &t the M2 level,
if a resident refuses to provide the Information
cited In § 2.4.15{(A)(B} of this Part, this fact shall
be documented. in the resident's servica
agresment. '

7. Written acknowledgiments that the resident
has signed .and received copies of the rights as
piovided in.R.[. Gen. Laws § 23-17.4-16;

8. Information about any specific health
probléms of the resident, which may be useful In
a medical emargency, including diagnestic and/or

(X4) 0 VE ACTION SHOULD BR
EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EALH CORRECT!
pl\?—,fgx FEEGULATORY R L&C IDENTIEYING INFGRMATION) TAG CROSS-RERERENGED 1O THE APPROPRIATE
. BEFICIENGY)
5 310! Continusd Fl‘bm"page & 9310  1As 2 POC for Tag S310:

a) We now have the required wound
measurements aid deseriptions In the medical
record for Resident {D#2. There was no
{negative ouicome to Resident [D#2,

b) We recognize that any and all
residents who may receive services from an
outzide {wound) agenoy may be at risk for
similar occurrence. We have not identified
any further concerns in this regard,

c) We have identified that there can be
a bit of a delay at times in getting the reports/
measuremnents & descriptions from the wound
apency service; this does not mean that the
services ware not provided timely andfor
properly. We have had recent conversation
with the agency and our nurses o ensure these
resuits and the necessary information related
|to wound eare [s evident in the medical record
timely. We are not anticipating any further
issues and will monitor the situation routinely.
4) The Wellness Director/designee is|
respopsible for implementing this plan. We
will conduct audits of those residents
receiving wound services from an outside
agency to ensure the measurements and
descriptions (when indicated) are in the
medical record timely, The audits will be
conducted on = routine basis and the results
ghared with the Quality Committee quarterly
for a period of 3 quartérs at which time we
will determine the need/frequency to continue
formal audits based on our level of
improvement in this area.
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5310

Continued From page 7

therapeutic orders;

9. Arecord of personal properly and funds
which the resident has entrusted to the
residence;

10. The hame, address, and felephone
numbear of a person identified by the resident who
should be confacted in the event of an
amergency ot death of the resident and the
name, address, and telephone number of the
legal guardian;

11. Any other health-relaied emergancy, or
pertinent information which the resident requests
the residence fo Keep on record;

12.A copy of the Initial and periodic
assessments described'in § 2.4.168 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
descriied in § 2.4,14(C) of this Part.

This Requirernent is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence failed to include
at & minimym, Information about any specific
health problems of the resident, which may be
useful in & medical emergency, including
diagnostic and/or therapeutic orders, for one of
one resident reviewed for receiving outside
nursing services for wound care, Resident ID #2,

Findings are as follows:

Record revsew reveated Resident ID #2 moved

5310

-—f
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info the residence n May of 2025 with a diagnosis
that includes, but is not limited to, spinal stenosls.
Record review revealed the resident received
skilled nursing services from an putside agency
for wound care bn 8/20/2025, 8/22/2025, and
Bf24/2025.
Record review of the provider nofes by the skilled
nursing servica agency on the abovementioned
dates falled to reveal evidence that wound
measuramants were documented In ordar o
asyess If the wound was improving.
During a surveyor inferview on 8/26/2025 et 10:00
AM with the Director of Waliness, she
acknowledged the skilled nursing provider notes
for the above-mentionad dates did not have the
measurements documented of the weund.
§ 280, Residency Requirements 2.4.16.G.3 Resident 380 As a POC for 8350:
Assessment/Service Plan a) We have since updated the service
' : plans for Resldents 1D#1,2, and 6 to include the
2416 {G)3) Servicg Plans @@ changes that were indicated on the 2567 per
R o ,\1? resident.
3. The service pian shall be reviewed by both ‘$\ b) We have since reviewed all other
pariies at intervals not exceed‘twelm (12) V' |residents’ service plans to enisure that any
mentfis and e_ﬂch tme a reskient's congition (UN changes in condition and/or new services (i.e.
ﬂhangetl.; zignéﬂcantlypand al;gi;;ngag shall be FT) have been noted in the service plans timely.
acknowledged In writing by both parties. c) The nurses have been educated
regarding the need to uvpdate the resident
. - . . . service plan as changes in status/services are
_ézfeii?‘u;g;‘%n:eﬁ ;;tar:c? ;ﬁﬁegfaewnw l?tyh as identified so that the setvice plan is current andy
! H H 3
baan detarmined the residence falled ta update resident speoffic.  The Wellness Director
the service plan and implement interventions for reviews the resident assessiments every 90 days
residents receiving outside services for 2 of 2 to confirm accuracy and thoroughness however,
residents recelving outside services and the the Wellness Director/designee  will now
singular resident reviswed receiving dialysis vonfirm these updates have been added to the
L . . ' resident service plan timely.
Facilitiez Regulation
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services, Resident 1D #s 1, 2, and 6.
Findings are as follows:

1. Resident ID #1 was admitted to the residence
in Qelaber of 2024 with a diagnasis that includes,
but is not limited ko, back pain.

Record review of a physician's orders reveaied a
physical therapy consult on 8!‘&312025 anci
ireatment was snmated

Recard review of & service plan that was
completed on 4/28/2025 fallet! to reveal the
service plan was updated to' reflect thé new
satvica of physlcal therapy thaf was initiated on
8/13/2025,

2. Resldant (I #2 was admitted to the residence
i May of 2026 with a diaghosis that includes, but
is not fimited $o, spiral stenosis.

Record reviaw of 8 phyéician's orders dated
8116/2025 revealed a wound tonsult was ordered,

Record review of a service plan that was
completed on 5/6/25 felled to revea! the service”
plan was updated fo reflect the new setvice of
skilled nursing for wound care that was inltiated
on 8/16/2028.

3. Resident 1D #2'was admitted to the resldence
in April of 2021 with a dlaghosts that inoludes, but
is not Jimited, to end stage kidrey dicesse.

Record review of a service plan dated 3/3/2023
failed to reveal evidence that the resident went to
an outpat;ent dlalysts center two times a weak on
an ongeoing basts,

ef?’
W‘}‘

-

4) The Wellness Director/designee is

responsible for implementing this plan. Audits |

of service plans will be conducted on a rottine
basis to confirm any changes in condition or
services ordered have been noted on the
service plan timely. The results will be shared
#Twith the Quality Assurance Committee
quarterly for a petiod of no less than 3
quarters; at which time we wiil determine the
need/frequency to continue foreal audits
based on our level of pmprovement in this area
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services, Resident ID #s 1, 2, and 6.
Findings are as follows:

1. Resident 1D #1 was admitted to the residence
in October of 2024 with a diagnosis that includes,
but is not limited to, back pain.

Record review of a physician's orders revealed a
physical therapy consuit on §/13/2025 and
treatment was initiated, :

Record review of a service plan that was
compieted on 4/28/2025 failed to revea| the
service plan was updated to reflect the new
sarvice of physical therapy that was initiated on
8/13/2025. - :

2. Resident iD #2 was admiited to the residence
in May of 2025 with a dlagnosis that includes, but
la not limited to, spinal stenosis.

Record review of & physician's orders dated
8/16/2025 revealed a wound consult was ordered.

Record review of a service plan that was
completed on 5/6/25 failed to reveal the service
plan was updated to reflect the new service of
skilled nursing for wound care that was initiated
on 8/16/2025. b

3. Resident 1D #2'was admitted to the residanice
in April of 2021 with a diagnesis that includes, but

is not limited, to end stage kidnay disease.

Record review of a sefvice plan daled 3/3/2023
failed to reveal evidence that the resident went to
an cutpatient dialysls center two times a week on
an ongoing basis.
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Services

.

2.4:21 (C) Dietetic Servites

C. The food sefvice in each residence shall
comply with the appropriate requirements of R.L
Gen. Laws Chaptars 21-27 and 21-31, Rhade
Isiand Food Code (Part 50-10-1 of this Title), and
such other applicable statufory or reguiatary
provisions. :

This Reguirément Is hot toef as evidenced by:
Baged nn survayor observation the residence
faifed to comply with.the appropriate
raguirements of the Rhode lsland Foed Code-
refated to the main Kitchen.and the satellite
Kitchenettes, - . : :

Findings are as follows:

1. Record review of the 2022 Foed Code
published by the U.8 Food and Diug
Admirdstration Sestion 4-501.110, states In part,"
...lemperature of the wash selution In spray type
dishwashers that uss hot water o sanitlze may
not be Jess than for a stationary rack, single
temperature machine, 74 degrees G (Celsius)
185 dagraes F (Fahrenheit),.." -

a) Although no  residents were
specifically identified in this tag, we recognizs
the risk to our residents if dietetic service
stapdards are not  being  met/followed
consistently, All of the areas and items
identified have been corrected. The dish
machine was serviced on 8/27/25; there were
no pegative findlngs or concemns with the
temperature readings. Paper products were
used far the next meal until assurances of
propet cleaning and ssnitizing of plates and
other utensils could be confirmed. Also-
regarding the turkey sandwiches holding
temperature of 59 degrees Farenbeit; those
sattdwiches were not served and were replaced
with grilled cheese sandwiches for that meal,

b) Although no specific residents wete]
identified in this tag, we recogpize the
potential risk to our residents related to any
issues with djetetic services and sanitation. We
have since taken another look &t the main
kitchen and upit kitchenettes to esdsure
compliance in all areas relaied to distetic
service requirements,

3 20 AUSTIN AVENUE
STILLWATER ASSISTED LIVING AND SKLLED GREENVILLE, Rf 02828
MMARY STATEMENT OF DEFICIENCIES o T PROVIDER'S FLAN OF CORRECTION )
éﬁ;’é& (EAC‘-sHUDEFICiENCY MUST BE PRECEDED BY FULL PREFIX . é%%i%oéggﬁggg ?gTTiHOg fﬁ&%&ﬂ?éé . Cbg;iTLEETE

TAG REGULATORY Ot LA0 IDBNTIFYING INFORMATION) TAS N oy :
5390 Continued From paga 10 8 360

During a surveyer interview on 8/28/2026 at

approximately 2:30 PM with the Director jf .

Waliness, she was unable fo provide evidence of

skilled nursing services, physigai therany

services, and dialysls were being addressed on

the servite plans,
5 460, Residential Care Services 2.4.21.C Dietetic 5 400 As a POC far Tag 5430
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During a sitveyor observation of the main kitchen
on 8/26/2026 at approximately 10:46 AM, the dish
rachine did not register at a surfaca tetnperaturs
of 160 degrees F (Fahrenheif) ar higher.

Immediately following the above obaervation, the
Assistant Food Service Director acknowladged
tha dishmachine was not reaching the acceptable
temperalure range for sanitation.

2, Record raview of the 2022 Food Gade
published by the U.5 Food and Drug .
Adminisiration Section 3-303.11 states in part,

* . lce that has been in contact with uosanitized

surfaces may contain pathogens and ather
contaminants..."

1 During a surveyor obsarvation. of the Memory

Lane Unit kitchenette on B/25/2025 at 11:40 AM,
the refrigerslor's freezer had three ice.cube trays
storad, uncoverad. .

During a surveyor observation of the Camelot
Uni kitchenette on 872572025 af 12:10 PM, the
reftigerator's freezer had one joe cube tray
stored, uncovared.

During a surveyor Intarview with the Exgcutiva
Dirattor on 8/27/2025 at 11:30 AM, he
acknowledged the ice cube trays were ot to be
storad uncovered in the untt ktchenettes,

3, Record réview of the 2022 Food Cade
published by tha U.5 Food and Drug
Administration Section 2-402.11 reads in part,
“...food employees shall weaar halr restrafnts such
as..hair coverings,..beard restraints...” |

During a surveyor obsérvaﬁn'n on §/28/2026 at
10:20 AM, dietary staff, Staff A, was observed

Director and the kitehen staff regarding the
regulatory requirements under this tag, The
dish machine in the main kitchen has been
serviced and Is tubning properly with proper
temperatures being met, Staff are aware of the
required tem peratures for sanitation,

The ice cube trays mentioned on Memory Lane
and Camelot kitchenettes have been discarded
and wiil not be used; staff have been made
aware of this. Dietary staff have also been (r2)
educated reparding the need to wear 4 beard
guard when applicable apd halmets to cover
hair fully. They have also recejved re-sducation
reparding hand hygiene and the proper way to
transpolt ¢leat items such as dishes and plagses
(50 23 not to. potentially contaminate them).

Dietary staff have also been (re) edecated
regarding the proper cold holding temperatures
and witl ensute the sandwiclies are mainfained at
the proper cold holding temperature; the bresd
and other food products used for any sandwiches
will be refrigerated just prior to leaving the
kitchen, Food temperatures will be checked to
ehisure proper holding temperatures have been
met. The temperatures for the dish machine will
also be checked and recorded daily. Dietaty staff
will also be observed routinely to ensure beard
guards and hair nets are in place and effectivaly
covering hair, The dietary team will be
responsible for ongoing compliance with food
sanitation and =safety.

Faciities Regulstion - .
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worklng in the mam kitchen without a beard net.

During a sur.veyor ‘obsarvation on 8/27/2025 at
12:05 PM, dietary staff, Staff B, was observed
serving the lunch meal with her halr not fully
coverad by a halr restraint, her bangs weare
hanging out of the hair restraint.

Immediately following the above chservation,
dietary staff, Staif C, was obsarvad washing pota
and pans without a beard restraint.

During & Surveyor interview on 8/27/2025 at 11:45
AM with the Executive Director, he was unable to
provide avidénce that the dietary staff were
wearing the apprcpr!ate halr restraints.

4, Record rawew of the 2022 Food Code
publishad by theU.S Foad-and Drug
Administration Section, 2-301.14 statas In part,
.. when towash...food employses shall clean
thenr hands .after handling soﬂed equipment ar
utens;ls

Durirg a surveyor chaervation on 8/25/2025 at
10:20 AM, dietary staff, Staff D, failed to wash his
hands aﬁer handling solled dfshes and proceeded
to touch cleégn dizhes gnd gfasses and held them
agamst his bedy duting transnort to the Btarage
gred, .

During a survayar interviaw on 8/27/2025 at 11:45
AM with. the Exeeutive Director, he was unable to
provide avidence that the ditary staff were
washing their hands prior to touching clean
dishware.

5. Record review of the 2022 Food Code
published by the .5 Food and Drug
Administration 3-509.19 states in pant, .. food

%

N

implementiog this plan. The FSM/designee
will completz routine audits of all of these
items, The results will be shared with the
Quality Assurance Commiitee quarterly. We
will review our progress with the Quality
Committee for no less than 3 quarters at which
time we will deteitine the need/frequency to
continue formal audits based on our level of
iinprovement in this area.

SUNMMARY ETATENENT OF DEFIGIENGIES D PROVIDER'S PLAN OF GORRECTION 5
i) :H BEFICIENGY MUST BE PHECEDED BY FULL. PREFIX (EAGH CORRECTIVE AGTION SHOULD B% GOMPLETE
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DEFIGIENGY)
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shall have an initial tamparature of 8 dagrees C
{41 degrees F) or less when ramoved from cold
holding temperature control..."

During & surveyor observation on the Camelot
Unit on B/25/2025 at 12:20 PM, In the presence of
the Assistant Director of Food Service, the turkey
sandwich that was served for lunch had a cold
holding temperature of 59 degraes F.

Immediately-foliowing tha observation, the
Assjstant Director of Foot Service acknowledged
the temperatura of the turkey sandwich was nat
within the accentable pgrameters.

5 665 Physical Pla.mt 2.4.30.B Safely Requirements 3805 Asa POC for Tag S665-

a) The locks hsve been removed and
replaced (with a logk thet is operable with a

B. Al locks on t;ee;{roams shall be operéble by a master key) for those bedrooms identified in the
master key, under the control of the person In 2567; room 105, 106, 121, 303, 307, and 308.

chargé in accordance with §§ 2.4.12(B) and (G) g b) Our Maintenance team is replacing &ll
of this Part, -~ @Q of the locks for all tooms identified to have the

2.4.30 (B) Safely Requirements

issue of locking on the inside without an
ﬂé operable master key to open the door from the
\ outside,

. R (’h\\~ ¢)The Director of Maintennnoe and team are
This Reguirement is not met'as avidenced hy: assessing all resident bedroom door locks in
Baged on strveyor observation and staff the facility for assucances they are safe and

| interiview, tha raesidence failed to heve jooks on capable of being opened from the outside. The
bedroom doors that are operable by a master door locks had not been replaced in quite some
kay time but sre now being replaced to ensure
' optimal safety for our residents. Our staff are
Fingings are as s follows: , being educated regarding any new door locks
Buring a survayor observation on 8252025 at gc:;“:h:ﬂnkg: ‘:::T:E:eda;:n: \;a;rzt;et::?d:hat the
approximately 11:00 AM the following was '
revealed:

Faoilities Regulation
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SER/17/202R/WED 0427 P Cortland Place

FAX No. 401 949 3936

P. 020

PRINTED: 08/02/2025

FORMAPPROVED
Rl Dapartment of Health
STATEMENT OF DEFICIENCIES . (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SBURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
ALRO1509 B, WING 0812712025

NAME OF PRGVIDER OR SUPPLIER ‘
STILLWATER ASSISTED LIVING AND SKJLLLED

STREET ADDRESS, CITY, SYATE, ZIP GODE

20 AUSTIN AVENLIE
GREENVILLE, Rl p2828

(X4 I
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

I
PREFIX
TAG

CROSS-REFERENGED 70 THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
(EACH CORREGTIVE ACTION SHOULD BE

(%5)
COMPLETE
bATE

DEFICIENCY)

5480

5 655

Continued From page 13

shall have an initial temperature of 5 degrees C
(41 degrees F) or less when removed from cold
holding temperatura control. "

During a surveyor observation on the Camelot
Unit on 8/25/2025 at 12:20 PM, in the presence of
the Assistant Director of Food Service, the turkey
sandwich that was served for lunch had a cold
holding temperature of 59 degrees F.

Immediately following the observation, the
Assistant Director of Food Service acknowledged
the temperature of the furkey sandwich was not
within the acteptable parameters.

Physical Plant 2.4.30.B Safety Requirements
2.4,30 {B) Safety Requirements

B. All iocks on bedrooms shall be operable by a
master key, under the control of the person in
charge jn accordance with §§ 2.4.12(B) and (C)
of thig Part. -

This Regujrement is not met as evidenced by

Based on surveyor cbservation and staff

interview, the residence failed to have locks on

zedroom doors that are operable by a master
ey.

Findings are as follows;
During a surveyor observation on 8/25/2025 at

approximately 11:00 AM the following was
revealed:

5480

5 665

STATE FORM
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. d) The Executive Directar is responsible

for implementing this plan with the assistance
of the Maintepance Director to complete the
project. Safety rounds to include checking the
door locks of the residents' bedrooms, will be
completed routinely by the Mainteranee team/

-Room 105 is & shared 2-badroom apartment and
each badroom door has a lock that locks on the
Inside without an aperable master key that opens
the outslde lock. _

-Raoom 108 the bedroom daor lock that looks on ‘ designee and the results shared with the
the inside and without an operabie master key 4 Quality Committee quarterly. We will review
that opens the outside lock, > [four progress with the Quality Committee for

| . .. \} “|ne less than 3 quarters; at which time, we will

/ -Room 121 is @ shared 2-bedroom apartment, 0\\' determine the need/frequency to continue
and each hedroom door has a lock that locks on formal audits based on our level of

the inside and without an operable master key improventent in this.area,

that opens the outside locks. -

/uéaom 303 is a shared bedraorm and each
l/ Y bedroom door has a lock that locks on the inside
and without an operable master key that opens
the outside lock, - o

-Room 307 is a shared 2-bedroom apartment,
and each badroom door has a lock that Jocks on
the inside and without ar operable raster key
that opens the outside lock.

(/{F’?com 308 1s @ shared 2-bedroom apartment and
aach bedroom has a daor lock that locks on the
inside.and without &n operable master key that
opens the outside lock.

During a survayor interview on 8/25 /2025 at
approxjmately. 1:00 PM with the Executive
Director and the Director of Maintenance, they
acknowledged the locks were not fhe appropriate
locks for the bedroom doors, .

-8 673 Physical Plant 2.4.30.0 Safety Requirements 5675
‘ As a POC for Tag S675: next page

2.4.30 {D) Safety Requiremants .

Fagilittes Regulatlon_ . . - : :
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D, Every bathraom door shall be designad to
permit the opening of the locked daor from
outside in an emergency.

This Requirement is not met as evidenced by: ¥ ‘@
Based on observation and staff Intarview, the
residence failad to have bathroom doors that are
designed to permit the opening of the locked door
from outside In ar emergency.

o
Findings arg as follows: Q\\

During a surveyor observation an 8/25/2025 at
11:00 AM the followlng rooms reveated thay did
not have a master key lock to aper from the
outside in an'emergency:

-Room 105

-Room 213

~Room 302

~Room 307

-Room 308

Duyring a surveyer interview on 8/25/2025 at 11:30
AM with the Exécytive Director and the Director
of Maintenance, they acknowlsdged the

bathroom doors were not abia to ba opened from
the outsids in the event of an emergeancy,

, [some time but are now being replaced to

o) 1D SUMMARY STATEMENT OF DEFIGIENGIES It PROVIDER'S PLAN OF BORREGTION xm
PREFIX {(EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETE
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' " DEFICIENCY)
$875| Gontinued From page 15 - 54676  |Asa POC for Tag 5675
L a} The bathroom door locks for raoms

103, 213, 302, 307,and 308 have since been
replaced with a door lock that can be unlocked
from the outside.

b) Qur Maintepance term is replacing all
of the doot locks for all bathroons identified to
have the issue of locking on the inside without
a means to unlock it from the gutside,

bocks in the facility for assurances they are safe
and capable of being opened from the outside.
The door locks had not been repiaced Iy quite

ensuce optimal safety for our residents. Qur
staff ave being educated regarding any new
door locks for the knowledge and awareness
that the doots can be unlocked form the
outside,

d) The Executive Director is responsible
for implementing this plan with the assistance
of the Maintenance Director to complete the
project. Safety rounds to jpclude checlcng the
door locls of the residents' bathrooms, will be
cottipleted routinely by the Maintenance team/
designee dnd the results shared with the
Quality Committee quarterly, We will teview
our progress with the Quality Committee for
no less than 3 quarters; at which time, we will
deterniine the needffrequency to continue
formal audits based on our level of
intpravement in this area,

c} The Director of Malitenance and|!-
\’l',% team are assessing all resident bathroom door

—
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