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Kenl Regency provides this Plan of

Comeclion without admitting or denying the validity
. . . o or existence of the alleged deficiencies, The Plan
A Recerlificatior, COVID-19 Vaceination of Correction is prepared and executed solely

Compliance, and Complaint Survey was bacause I Is required by tederal and state law:
conducted at Kent Regency Center from
06/22/2022 through 06727/2(122 to determine
compliance with 42 CFR Part 483 reguirements
for Long Term Care Facilities. A State licensure
and emergency preparedness surveys were also
conducted at this facility.

As a result of this survey, the Faciiify was
determined not fo be in compliance with these
requirements.

F 812 | Food Procurement, Store/Prepare/Serve-Sanitary Fg12
§8=F | CFR(s): 483.60{)(1){2)

§483.60{i) Food safety requirements.
The facility must -

§483.60(i)( 1) - Procure food from sources
appraved or considered satisfactory by federal,
state or local authorities. _
(i) This may include food ftems oblained directly
from focal producers, subject to applicable State
and local laws or regulations.

{if) This provisioh does not prohibit or prevent
facilities from using produce grown In facility
gardens, subject to compiiance with applicable
safe growing and food-handling practices.

{iii) This provision does not preciude residents
from consuming foods not procured by the facility.

§483.60()(2) - Store, prepare, distribute and
sefve food in accordance with prefessional
standards for foed service safety.

This REQUIREMENT is not met as evidenced
by:

Based on surveyor observation and staff

vt low It NS Been detemmined that the facility{ - = > T 7 T s ] =

SR e SEp e REPRESERTATIVES SENATURE I e ’.
PV I R =2 et re P e 2t T)IZ T AP

Any deficiency stalement ending with an asterisk () denotes a deficiency wifich the Institution may be excused from correcting providing i Is defermined #hat
ofher safeguards provide sufficient protection to the patients. (See instructions.,) Except for nursing homes, the findings stated above are disciosable 53 days
following the date of survey whather or nat a plan of comection is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days foliowing the date these docomants are made availabls to the facllity. if deficiencies ae cited, an approved plan of cormreclion is requisits fo continued
program participation.
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-8 chocolate flavored Imperial Health Shakes
without a thaw date or a use by date. The
inanufacturer's instruciion on the carion state to
use within 14 days of thawing.

without a thaw date or use by date, The

- strawbemy flavored Imperial Health Shakes--

stafl about the daily changing of the sanitizing
solution.

4, F5D andfor dietary designee to audit 4%/ weekly
then 3x monibly then quartedy. Trends to be
reviewed and evatuated by CQI committee for
furither analysis andlor plan adjustment,

— - p— ety Py "l " T f R SO ——

according to facility policy. Education provided 1o diejary

KENT REGENCY CENTER WARWICK, R} 02885
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN (xg)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATION) TAG CROS&REFEFLEEEE& ?3?40 T%E APPROPRIATE DATE
F 812} Continued From page 1 F 812[1. The Imperial Health Shakes & Nectar Thick
failed to properly stare, distribute, and serve foad water container were immediately dispased of.
u.n der sanitary condttn_ong relative to the main 2. There were no adverse resident/patient
kilchen and 2 of 2 unit Kitchenettes, consequences ralated to the imperial Health
Shakes or Nectar Thick water.
Findings are as follows: 3. FSD obtajned a date-gun and implemented 0612622
dating individual shakes with expirstion dales prior to
1} During the initial tour of the kitchen on bel;ng ?lshlf;blﬂe'i ouf to the §Itche:;e|gteg.ﬂﬁe!mar ‘g:ck
. . water o have an "open" and "use 2" from the
6/22/2022 at approximately 10:30 AM the kitchen. Education ‘provided to dieta?y staff sbout the | 67/10/22
following items were observed: dating and lebelting by 07/10/22. Education provided | 07/22/22
Lu nurses regarding the labelling and dating of open
. everages.
- 8 chacolate flavored lmpenal Heal'th Shakes 4, FSDandlor dietary designee to monitor and audit
. - - . - na atdl
stored in the reach in refrigerator without a thaw dally, then 2x weekly for 93 days to ensure expiralion
or use by date. das;s péaer-s?é on Igeaith ?{ral;q&guiieg to 'tjhglw.f F8D
. : andior designee (o monttor kilcheneties daily for
The manufacturer's Instrucﬁo_n on the carfon state M ' nperly dated baverage ilems, Resulls & trends will
to use within 14 days of thawing. e reviewed & evalusted by CQl commiittee for
Tz i1 further plan gﬁgua&_lme;l. ngs corrective aclion wilt
- Ared sanitation bucket containing a cleaning / be monilared by the Food Sendce Director
cloth did not register at 200 PPM {Parts per
Mitlion} which is the effective sanilizing strength
for the sanitizer in use, a Quaternary Ammonium
based solution per manufacturer's instructions
2) The day room on the A unit nurses station had
an ice scoop stored uncovered in a non
approyed NSF{Nationai Sanftation Foundation) 1. The reading of the Quatemary Ammontium based
container, solttion in the red sanitation bucket was Increased
: to above Zggh l_:asted lgn tgle ;meyofs
) . - recommendation to the district manager.
3) During & surveyor observation on 6/23/2022 at " 2ger
approximately 3:15 PM to 3:30 PM tha following 2. There were no adverse resldentipatieny
iterns were observed stored in the refrigerator in cansenm:_ences related 10 the reading of the saniiizer
the A/B Nursing Unit kitchenette: strengih ) B
3. FSD will ensure santtizer splution Is ¢changed out 06123122

b o ™ T
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F 812 | Continued From page 2 F 8121 1. The ice scoop on A-Wing In the Day Room was {06/24/22
manufacturer's instruction on the carton state to el ooy sorner o ” aced in NSF
use within 14 days of thawing.
. . , 2. There were v sdverse resident/patient oTRZR2
-1 container of Nectar Thick water without an_ congequences refated 1o the ice scoop being in a
open date, The directions on ¢ontainer state to ?{ff&?‘mm‘fﬁﬁg" coggal?ei- E?U%ahoni provided
use within 10 days of opaning | ey e coout hesd o have fos 200p
4) Duting a surveyor observation on 62320228t | UYL ek
: B i H . crealed an audit fool 1o maotulor
approximately 3:35 PM the following items were Coiners geekf; @ monthiy xajhferoa quaﬁgﬁﬁ?’
observed stored in the refrigerator in the C/D Results of irends reviewed by CQI committes and
nursing unit kitchenette: corrective action will be monitored by FSD.
-3 strawberry flavored Impenal Health Shakes
without a thaw date or use by date. The
manufacturer's instruction on the carton state to
use within 14 days of thawing, .
-1 chocolate flavored imperial Health Shake
without a without a thaw date or use by date. The
manufacturer's instruction on the carton state to
use within 14 days of thawing.
Buring a surveyor interview with the Food Service
Director and Regional Manager on 6/23/2022 at
approximately 12:30 PM they acknowledged the
reading was not within the acceptable range of
200 PPM to 400 PPM.
During a surveyor interview with the Food Service
Director on 6/24/2022 at approximately 2:00 PM
she was unable to explain why the health shakes
did not have thaw dates or why the ice scoop
container was not an NSF approved container,
F 880 | Infection Prevention & Control F 880
55=0 | CFR({s): 483.80(a){1)(2){4){e)(f}
§483.80 Infection Control
e remtee—-Fha-facility- must establish and maintain @n: . o f oemer T s e, e SR T ey
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F 8801 Continued From page 3 F 880
infection prevention and control program
designed 1o provide a safe, sanjtary and
comfortable environment and to help prevent the
development and transmission of communicable .
; - . Kenl Regency Immediately implemented the
diseases and infections. following Diracted blan of Gorrecion.
. . - 1. A QAP! regarding the proper use of personal
§483.80(a) Infection prevention and controi prolaclive equpment (PPE) sha bs completed by
prograim. 07i07/22.
The facility must establish an infection prevention 2, Cotn:!li’ct 3 #?001 Causo ?na!ys;is \;:I}Im.wilt be
and control program (JPCF) that must include, at compleled with assistance from the Infection 07107,
e A ' Cortrol i 22
& minimum, the following elements: Control Preventionist or GAP! commitice by
‘ . . 3. The staff members, staff A,B, & D attended an
§483.80(z)(1Y A system for preventing, identifying, ig-servicie ci.otm:f%.ﬁa? by e!rll? lnre%ié:a Control
reposting, investigating, and controlling infections reventionist, This in-senice will focus of proper
and communicable diseases for all residents, AL use of personal profective equipment (PPE).
staff, volunteers, visitors, and other individuals 4isiiy | b Staftattended an in-servics conducled by the
. -, PN ;.| Infection Control Preventionist. This In-service will
praviding services under a contractual j f e facus on proger use of persenal prolective 062322
arrangement based upon the facility assessment equipmert (PPE).
conducted according to §483.70{e} and following
- L . 5. Starting 05/23/22, the infection Cantrol
accepted national standards; Preveniiogis! will conduct staff observations of
g‘{aef?tmvﬁﬂn gontri;:; prac&tigs at ltlat'asi hvéce %‘ weelk .
3 H 2 ODSEIve mealtimes & with care o
%83'30(3)(2) Wn_tten Standardsf' policies, and restdents in precaution rooms, These ohservations
procedures for the program, which must include, each week will be documented and wit include the
but are not limited to: Iallowin?'. r:hemda;}% and tirga of ll;e ugsew;}mn; lhe
. . . . nante of the staff being ohserved; what activity was
{i) Asystem of surveiilance designed to identify observed; the result of the observations; anyty
possible cormmunicable diseases or corrective adlion needed; and any re-education of
infections before they can spread to other stafl.
persons in the facility;
{ii) When and to whom possible incidents of
c_:ornmun]cab!e disease or infections should be
reported;
(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
{iviwhen and how isolation should be used fora
resident; including but not limited to:
! (A) The type and duration of the Isolation,
depending upon the infectious agent or organism
B -.ﬁ-ninvolved;-andx.-.- B T i o e P prre e e el Tt SRy g R SR T s e
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F 880/ Continued From page 4 F880| &, Atteast 60% of the abservations will locus on
{B) A requirement that the isolation should be the ﬂ?ta :jssue{s) identified in the deficient praclice(s}
least restrictive possible for the resident under the ched.
poE g i rrphis b
(v) The circumstanices under which the facility Fentified with a staff membar's infection control
raust prohibit employees with a communicable practice.
disease or infected skin lesions from direct
; : . [y 8. Statf members, staff A B, & D will be observed
contact with residents or their food, if direct b | sgainwithinone (i) week afer he nfal
contact witl transmit the disease; and . gbsewatl?n& Tri;:&; Qlkl:ser:gauont%- P Rnur;?';s will ba
{vi)The hand hygiene procedures to be followed | - e () ohes otione ¢ i e
by staff involved in direct resident contact. ?{fﬁﬁw--- required six (6) o per viek.
4, Atleast monthly, the Infection contrgl

L]
H

§483.80(a)(4) A system for recording incidents
identified under the facllity's IPCP and the
cormrective actions taken by the facility.

§483,80(e) Linens.

Personnel must handie, store, process, and
transport linens so as to prevent the spread of
infection.

§483.BO{) Annual review.
The facility wilt conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by

Based on surveyor abservation, record review,
and staff interview, it has been determined that
the facility failed to ensure that staff utiize
Personal Protective Equipment (PPE) according
to professional standards to prevent the potential
transmission of Coronavirus Disease {COVID-18)
for 1 of 5 wings observed (E Wing).

Findings are as foliows:

Record review of the faciifty's poficy titled
"Personal Protective Equipment {PPE) Guide for

Healthcare Personnell.dated 5312022 and—+ ~ - -

6/23/2022 states in part, "...Eye protection should

Preventionist will submit a report of hisfer
ghservations and needed inlerventions o the
Administrator, Director of Nursing, Medics! Director
and the Quality Assurance Committee,

T i R i e e S TSR R

I e b il
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PREFIX
TAG
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F 880

Continued From page 5

be removed, cleaned, and disinfected if it
betomes visinle soiled or removed {e.g., when
Jeaving the isolation area) prior to putting it back
on...after task is compiete in the room, staff
remove PPE {gown & gloves) at the door and
perform hand hygiene...Staff exiting a positive
raom should clean their face shield...”

Surveyor observation of the signage on the
COVID-1% isolation rooms stales in part, "._hand
hygiene before and after pafient contact, contact
with environment, and after removing PPE...wear
gloves upon entering room..."

1. During a surveyor observation on 6/23/2022 at
9:05 AM revealed Nursing Assistant, Staff A, in
Resident 10 #106's room who is on isolation for
COVID-19. Staff Awas observed wearing a gown,
a N95 mask and a face shield. She was not
wearing gloves and was handling the resident's
meal tray. Staff A then removed her gown, exited
the room with the meal tray and placed the tray
on the food truck oulside of the resldent's room,
Staff A did not disinfect her face shield upon
exiting the room.

An additional surveyor observation on 6/23/2022
at 910 AM, revealed Nursing Assistant, Staff B
exiting Resident 1D #91 and #105's room who are
ori isolation for COVID-19. Staff B was wearing a
face shield and a N95 mask. She was nol
wearing gloves and was handling a resident’s
meal tray. Staff B then placed the tray on the food
truck that was located down the hall, she did not
disinfect her face shield and she did not perform
hand hygiene. Staff B was then chserved entering
a resident's room that is not on isolation and she

rocm.

F a0

1 did-pot perform hand-hygiene pricr: T Rch 11 1a1s o 1o RN DN BRSNS e s T A i M S |
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Continued From page &

During an interview immediately following this
observation with Staff B, she acknowledged the
above-mentioned observations. Additionally, she
acknowledged that Resident ID #'s 91 and 105
are on isolation.

During a surveyor interview on 6/23/2022 at 8:10
AM and at 924 AM with the Unit Manager, Staff
C. she acknowledged that Resident 1D #'s 81,
105 and 106 are on isofation for COVID-19.
Additionally, she indicated that she would expect
the staff to wear gloves while in the rooms,
perform hand hygiene upon exiting the rooms and
disinfect their face shield upon exiting each room.

2. During a surveyor observation on 6/24/2022 at
9:02 AM revealed Licensed Practicable Nurse,
Staff D in Resident 1D #106's room. Staff D exited
the room and did not disinfect her face shield.
Staff D proceeded to the medication cart and
began to prepare medications.

An additional surveyor observation on 8/23/2022
at 8:30 AM, revealed Staff D exiting Resident (D
#98's room whe is on isolation for COVID-19
wearing a face shield. She did not disinfect her
face shield. Staff [ proceeded to the medication
cart and began to prepars medications,

During a surveyor interview on 6/24/2022 at 9.35
AM with Staff D, she acknowledged that she did
not disinfect her face shigid when she exited
Resident I} #88 and 108's rooms. She
acknowledged that the residents are on isolation
for COVID-18,

- Dusing-2-suneyer interview.on 61242022 at-10:58;

F 880

AM with the Director of Nursing Services, she

I B T O i a l et E b
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indicated that she would expect the staff io
disinfect their face shields upon exiting the
isolation rooms and would expect the staff fo
perform hand hygiene upen entering each
resident room and prior o exiting resident’s

expect the staff to wear gloves while in the
isolation rooms.

e

rooms. Additionally, she indicated that she would

e 3 Bt
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