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A Recarlification off hour & Complalnts
Investigation Survey, ACTS Reference Number
83474, was conducted at thie facility from
04/03/2022 1o D4/QT/2022 to detsrmine
compliance with 42 CFR Part 483 requiremants
for Long Terny Care Facilities. A State licensure
and emergency preparedness surveys wera also
conducted at this faclity.

Deficiencies were cited as a result of this survey.
Census/bed count 29/34

F 655 | Basellne Cars Plan F 655
S5=D| CFR(s) 483.21{a){1)-{3)

§483.21 Comprehensive Person-Centered Care
Flanaing

§483.21(a) Baseline Care Plans

§483.21(a)(1) The facility must develop and
implement & baseline care plan for each resident
that includes the instructions needed 1o provide
effactive and person-centered care of the resident
that meet professional standards of quality care,
The baseline cara plan must-

{i) Be developed within 48 hours of a residents
admission.

{ii) Include the minimum healthoare information
necessary fo properly care for a resident
including, but not timited to-

(A) Initlal goals based on admission orders.

(B} Physician orders,

(C) Dietary orders,

{D} Therapy sarvices,

(E) Social services.

{F) PASARR recommendatlon, if applicabla.

§483.21(a)(2) The facility may develop a
comprehensive care plan in place of the baseling
care plan if the comprehensive care plan-
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{i} Is developed within 48 hours of the resident's
admission.

(i} Meets the requirements set forth in paragraph

{b} of this section (excepiing paragraph (b)2)({) of
this section).

§483.21(a}(3) The facility must provide the
resident snd their representative with a summary
of the bassline care plan that includes but is not
fimited ta:

(i} The initial gosls of the resident.
i1y Asummary of ths resident's medications and
dietary instructions.

{ili) Any services and treatments to ba
administerad by the facility and parsonnel acting
on bahalf of the facility,

(iv) Any updaied information based on the details
of the comprahensive care plan, as necassary,
This REQUIREMENT Is not met as evidenhced
by:

Basad on record review and staff interview, it has
bean determined that the facility fallad to develop
and implement a bassline care plan within 48
hours of adimission, that includes the instructions
needed fo provide effective and person-centerad
oare, for 2 of 2 residents reviewed for baseline
care plans, Resident 1D #s 32 and 231,

Findings are as follows:

1. Review of the medisal record for Resident iD
#32 revesled that s/he was admitted to the facility
on 3/1/2022 with diagnoses including, but not
limited to unspecified dementia without behavioral
disturbance and anxiaty. Additionally, it was
revealed that the resident has a history of
wandaring.

Review of a progress note dated 3/8/2022
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reveaied in part, “...During change of shilt report
resident aloped from the bullding, with the
asslstance of multiple staff members [s/ha] was
radirected back inside,.."

Further review of the record failed to revesal
avidence that a baseline care plan was created,

2. Record review for Resident 1D #231 revesled
the resident was admilled to the facllity on
32212022 with dimgnoses including, but not
limited to, demantla, depression, and psychofic
disorder with delusions. Additional review
revealed that sfhe has a history of elopement
attempts ptior to herfhis admigsion to the facllity.

Further record review falled o reveal evidance of
a baselina care plan for the resident,

During & surveyor interview on 46/2022 gt B;22
AM with the Director of Nursing, she was unable
to provide evidence that a baseline care plan was
devaloped for the above-mentioned residents to
include instructions needed to provide effective
and parson-centerad inferventions to prevent
giopament,

Food in Form to Meet Individual Neads

CFR(s): 483.8D(3)(3)

£483.60(d) Food and drink
Each resident recelves and the {acility provides-

§483.80{d)(3} Food preparad in & forrn designed
{o meeaf individual neads,
This REQUIREMENT is not met as avidenced
by:

Basead on surveyor observation, record review,
and staff interview, it has been determined that
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SUMMARY STATEMENT OF DEFICIENGIES

the facility failed to assure that residents receive
and cohsume food in tha appropriate form for 4 of
12dmsidents observed, Resident 1D #'s 8, 22, 30
and 231,

Findings are as follows:

Record review of the faciiity menu for the week of
41312022 revealed the following:

Ground Diets Noon Meal:
~ 41412022, ground bread veat paty/gravy
- 4/8/2022, ground hamburger

Additional record review of the facility dist manual
fitled, "The New England Diet Matiual”, revealed
in part, "...Ground Texture Foods
Allowed...Ground meats and poultry.., foods to
avold...whole meats and poultry, crunchy with
breading and tater tots..."”

Review of the necord for Resident ID #'s 231 and
30 revealed physiclan orders for a ground meat
only diet,

During surveyor absarvation an 4/4/2022 at 12:30
PM Resident ID #'s 231 and 30 were sbserved to
have breaded veal patty cut in pieces, notin
ground form par the physician orders, menu and
the diet description of a ground diet texture,

Racord review for Residant 10 #8 revaaled a
physiclan's order for a ground diet.

During surveyot observation on 4/4/2022 at
approximately 11:40 AM, it was revealed that sfhe
received a breaded veal patly cut up.
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Record review of Resident ID # 22 revesled a
physician order for a ground dist,

Puring a surveyor observation on 4/7/2022 at
approximately 11:40 AM, it was revealed that sfhe
received hamburger patty on a bun and tater tots.

During an interview with the Administrator on
Af772022 at 2:00 PM, he was unable to provide
evidence thal the residents received and
consumed food in the appropriate form.

Food Procuramant, Store/Prepare/Serve-Sanitary
CFR(s): 483.80()(1)(2)

§483.60() Food safety requirements.
The facility must -

§483.80{1)(1) - Procure foud ftorn sources
approved or considered satisfaciory by federal,
slata or local authorities.

(iy This may inciude food items obtained directly
from local producers, subject to applicable State
and local laws or regutations.

(ii) This provision does not prohibit or pravent
faciiities from using produce grawn in facility
gardens, subject to compliance with applicabla
safe growing and food-handling practices.

{iil} Thia provision doss not preciude residents
from consuming foods not procured by the facility.

§483.60(i){(2) - Stare, prepare, distribute and
sefve fond in accordance with professional
standarde for food service safety.

This REQUIREMENT Iz not met as evidenced
by,

Based on surveyor obsarvation, record review,
and stalf interviaw, It has been determined that

F 805

F 812
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the facility falled o ensure that food is stored,
preparad, distributed, and served in accordsnce
with professional standards for food service
safety relative to the main kitchen.

Findings are as follows;

1)Record review of the facility policy titied, "Food
Storage” states in part, *...all foods should be
covered, fabeled and dated with product nama
and use by dats,..”

During the initial tour of the main kitchen on
41312022 at approximately 8:35 AM, revealed the
teach in freezer unit on the 1st floor Kitchen area
and the dry storage area with the following items
unlabeled and not dated:

- frozen omelets

- frozen chicken patties

-frozen sausage pakties

- tixed vegatabie blend

- 2 storage containers with cereal

- unknown white package in beverage rafrigarator

- 8 B x13 container sifting at room temperatura
containing poultry

Additional surveyor observation of the freazay
units located on the ground floor on 4/8/2022 at
approximetely 9:17 AM revealed the following:

- a vontainer, approximately 913" in size,
without & product identifier or date

ONMB NO. D538-0391
BTATEMENT OF DEFICIENCIES (X1} FROVIDER/SURPPLIERICLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
i
415080 B. WiNG 0410712022
NAME OF PROVIDER OR SUFPITIER STREET ADDRESS, CITY, STATE, P CODE
67 STOKES STREET
AVAL ON NURSING HOME INC
WARWICIC, Rf 02889
%4) In SUMMARY STATEMENT OF DEFICIENCIES 193 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOUWLD B COMPLETION
TAL REGULATORY OR LSC IDENTIFYING (NFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENGY)
F B12| Continued From page 5 F 812

FORM CME-2567 (02-99) Previous Varsions Qheclete

Bvant D RIMAA

Facity 10: 415080

If confinuation shest Page 8 ot B

RECEIVED AT: RECEIVED: 2022:04-27 08:01:31 (GMT -03:00)



D4/ 272022

0g:51téawalon Nursing Home

DEPARTMENT OF HEALTH AND HUMAN SERVICES

(FA%)1 401 738 9430 P.00B/025

PRINTED: D4/14/2022

AVALON NURSING HOME ING

. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENGES X1) PROVIDER/SUPPLIERICLIA MUuL E CONSTRUG RVEY
AND PLAN OF CORRECTION &0 IDENTIFICATION NUMBER: giuim;:- con TIoN m)gggvfgren
418060 B, WING 04/07/2022
HAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, 2iF CODE
57 STOKES BTREET
WARWICK, RI 02889

- ground beef and pot roast without use by dates
or pull dates of the product

- & manufacturer's container of onlon dip that had
cut up strawberries stored Inside

2) Record review-of the policy titled, *Food
Slorage", states in part, "... Temparatures for
refrigerators should be checked at least two times
a day... Temparatures for the fraezer should be
checked at least two times a day...”

Record review of the refrigerator and freazer iogs
from 4/3/2022 through 4/6/2022 revealed the
temperatures were recorded once daily.

3)Record review of policy titled, 'Dich machine
Temperature Log", states in part, *,, Dishwashing
staff will monitor and record dish machine
temperatures to assure proper sanitizing of
dishes...staff will be trained to record dish
machine temperatures for the wash and rinsa
cycle at each meat...”

Surveyor abservation of the dish machine
revealed a chioline-based chemical was used for
sanitizing dishes and not a hot water rinse.

Record review of dish machine log revealed
sanitizing checks were complated once daily from
4/3/2022 through 4/6/2022,

Survayor observation during iunch meals from
47412022 through 4/6/2022 revesled the dietary
aide, utilizing a gloved hand thet touched tha
handles of the lakesids cart, place ice cubes from
lce cube trays in resident glasses for beverages.
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An additional surveyor observation during junch
preparation on 4/3/2022 through 4/6/2022
revealed the dietary aide and cook failed to wash
their hands before donning gloves after leaving
the main kitchen.
During an interview with the Administrator on
4f6/2022 at approximately 12:30 PM, he was
unacknowledged the above obsarvations.
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M 210 PERSONNEL 1.14.4 A. Emplovee Immunization | M 210
& Screening

1.14.4.A, Nursing Facilities are required to adopt,
at a minimum, the standards of Immunization and
aommunicable disease festing and standards for
heaith screening in accordarice with the rules and
regulations pertaining to [mmunization, Testing,
and Health Screening for Health Care Workers
(Part 20-15-7 of this Title),

This Requirement is hot met as evidenced by:
Based on personnel record raview and staff
Interview, it was deterinad that the facility failed
{o obtain evidence of immunity in accordance with
the Rules and Reguiations Pertaining to
Immunization, Testing, and Health Screening for
Haealth Care Workers (R23-17-HCW)
promulgated by the Department of Health, for 3 of
& amployees, Staff 1ID's G, fand J.

Findings are as follows:

The Rules and Regulations Pertaining to
Iinmunization, Testing, and Health Screening for
Health Cara Workers (R23-17-HCW) states, in
part;

Fer the Rules and Regulations Pertaining to
Immunization, Testing, and Heaith Screening for
Health Cara Workers (R20-15-7) which states in
part;

7.8 Mintmum Standards for Immurnization and
Communicable Disease Testing for Heaith Care
Workers

A, A pre-employment health screening shall be
required for each health cara worker involved in
direct patient contact. Accaptable evidence shall

Faclilties Ragulelion
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M 210

Confinued From page 1

be provided by the health care worker that testing
and/or immunizations for the communicable
dissases listed in these Regulations for
pre-employment health screening have been
completed,

B. The health care facility shall document, in
written or eleclronlc form, that said acceptable
evidence has been provided by the health care
worker and validated by the praciitioner as baing
acceptable In acoordance with §7.7 of these
Regulations. Coples of safd acceptable evidence
??au be maintained in the health care worker's
...

7.6.1 Immunization and Testing Requirements

A In accordance with the guidelines set forth in §
7.3(C) of this Part of these Regulations, evidence
of immunity Is required for all health care workers
{except for health care workers who receive s
medical exemption) agsinst...

4. Annual Seasonal Influenza;

a. Annual influenza vaccination is required for all
health eare workers as defined in §7.4, subject to
7.8 (H} when there is Insufficient vaccine supply
as determined by the Dapariment.

b. Each health care facility shall develop a
specific plan 1o require annua) influenza
vaccination of all health care workers in a timely
manner In keeping with AGIP [Advisory
Commitiee on immunization Practices)]
guldefines, and at no cost to the heaith care
worker,

¢. Each health care faciiity shall maintain an
active surveillance program to track and record
influenza vaccination lavels among health care

M 210
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workers, including vaccinations obtained outside
of the formal healith care facility program , ..

7.8 Medicel Exemption and Influenza Vaceination
Refusal

B. Any health care worker may refuse the annual
seasonal infiuenze vaccination requirements
described in these regulations; pravided,
however, that he or she provides proper annual
written notice of such refusal priof to December
15 of sach year to each health care facility In or at
which he: or she Is employed...”

Record review of the personnel files, relative to
immunizations, revealed the following:

1. Employee G, hired on 1/28/2022, |acked
avidence of an annual seasonal Mluanza
vaccination or declination thereot,

12, Employee |, hired on 7/26/2021, lacked

evidance of an annust seasonal influsnza
vaccination or declination therecf,

3. Employes J, hired on 10/29/2021, lacked
evidence of an annual seasonal influenza ,
vaccination or declination thersof.

During surveyer inferview with the Director of
Nursing on 4/772022 at approximately 11:30 AM,
she was unable fo provide evidence that the
above mentioned employees were either
vacoinated or slgned a form declining vaccination.

PERSONNEL 1.14.5.A. Personnal Records

1.14.5.A. Parsonnel records shall ba maintained
for each employes, shall be avaliable at all times
for inspection and shall include no less than the

M 210
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1. Current and background information covering
qusfifications for employment;

2. Records of completion of required orientation
training and In-service educational programs, as
indicated in § 1.14.8 of thiz Part:

3. Racords of all required health examinations
which shall be kept confidential and in
accordance with R.L. Gen. Laws Chapter 5-37.3;
4. Evidence of current registration, certification or
licensure of personnel subject (o statutory
regulation;

5, :;mnual work parformance evaluation records;
an

&, Evidence of authorization to administer
medicafions for licensed personnel in accordance
with § 1.18.10{A) of this Patt.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it was
datarmined that the facility failed to obtain
evidence of active licensing in accordanca with
the Rules and Regulations 216-RICR-40-05-22
Nursing Assistants, Medication Aides, and the
Approval of Nursing Assistant and Medication
Ajde Training Programs periaining o licensing of
Nursing Assistants promulgated by the
Dapartment of Heaith, for 1 of 8 employess
reviewed, Staff 4.

Findings are as follows!

Record review revealed Staff J was hired on

10/29/2021 and the personnel file lacked

ﬁvidence of a current Nursing Assistant (NA)
cense.

During surveyor interview with the Director of
Nursing, on 4/7/2022 at approximately 11:30 AM,
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sha was unable to provide evidence of a cument
licenze for Staff J.

PERSONNEL 1.14.6 A, In-Service Edussation

1.14.6.A. An in-service educationat program shall
be conductad on an ongolng basis, which shatl
include an orientation program for new personnel
and a program for the developmeant and
improvernent of skills of all personnel, The
in-service program shall be gearad to the neads
of the elderly, physically disabled, and individuals
with dementia, and shall ihclude annval programs
on but not limited fo!

1. Prevention and control of infection;

2. Food servicas and sanilation,

3. Emergency preparedness, fire prevention and
safety,

4, Confidentiality of resident information;

8. Rights of residents, resident-diracted care, and
person-centered care; and

6. Any other area related to resident care or
services routinely provided at the nursing.

a. Provision shail be made for written
documentation of programs, inchiding
attendance. Flaxible program schadules shall be
formutzted at least two {2) months in advance.

b. in addifion to any state or federal training
requirements pertaining 1o jong term care
facilitles, or tralning deemed appropriate by the
nursing, each desighated univereal worker shall
maintain a current certification az a Manager
Certified in Food Safety pursuant io the rules and
reguiations for Cesdtification of Managers in Foad
Safety (Part 50-10-2 of this Titie),

This Requirement Is not met as evidenced by:
Based on record review and staff Interview, |t has

M220
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been determined that the facilily falled to ensure
the orientation program for new perscnne! and
the annual In-service program contained alf
necessary components for all staff reviewead, Staff
ID's A- GG, the Director of Nursing Services, and
the Administrator.

Findings ara as follows:

Record review failed to reveal avidence of an
in-gervice training relative o "Food serviges and
sanitation” per the regulation, for the year of
2021,

Further review of the annual in-zervice
edudations falled to reveal evidence of the
following trainings relative ta:

- Infection control for 8 employees

- Fire safely for 8 employees ]
- Confidentiality of resident information for 7
employaes

- Rights of residents for 8 employees

During an interview with the Director of Nursing
on 4/6/2022 at approximately 11:00 AM, she was
unable to provide evidence of tha mandatory
education for the above-mentionad employees,
Additionafly, she was unable to provide a facility
policy relefive to siaff aducation.

Facilliss Reguiation

STATE FORM

RAMX 11

IF continuation shast ot &

RECEIVED AT: RECEIVED: 2022-04-27 08:01:31 {GMT -03:00)



Da/2772022 (08:534valon Nursing Home (FAx)1 401 738 9430 P. 0194026

F655

F805

F812

Lol A

4,

1.

All resident’s care plans are up to date
Future resident’s care plans will be in effect within 48 hours "‘/ 2[4z

MDS5 Coordinator will ensure baseline care plan’s will be done within two days of admit

DNS will oversee MDS Coordinator

Completed 4/11/22

All residents are receiving proper diets
Dietary staff will follow reclpe manual to ensure that residents will receive proper diets
Food Service Manager will gversee the dietary department to ensure that
proper diets are being given Ml
W zafrz.
Dietary consultant will oversee the Food Service Manager
Completed 4/11/22

Labels were purchased to ensure proper labeling. A new temperature log template will

Be used which shows twice a day temperature taking (enclased}, The sanitizer log has

The ability to be taken three times daily (enclosed).

Dietary staff will make sure these are done going forward [

Food Service Manager \&iil oversee the dietary department to ensure these are v—l / ‘81//2; ;o
completed

Administrator will oversee the Food Service Manager

Completed 4/11/22
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All personnel recards witl have all required immunizations.

Enclosed is a new form that will be used on hire to capture all immunizations

Inctuding Influenza.

H} LAf 22 .
DNS will ensure all néw hires records are complete using the new checklist
Administrator will oversee the DNS.

Completed 4/11/27
DNS will ensure that all new hires have appropriate documentation of licensure
ADNS will check all employee licensing quarterly, ML / 2 / 5 o,/ s
DNS will oversee ADNS

Administrator will oversee DNS. Completed 4/20/22

In-servicing of employees Is being overhauled to make sure that all employees are baing

In-serviced according to regulation.

DNS has created a new checklist that all employees will receive on hire and annually

Enclosed please see the new checklist

Administrator to oversee the DNS Completed 4/11/22 WAL
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