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CFR(s): 483.10{g)(17){18)(i-V)

§483,10{p){17) The faciiily must-
{#) Inform each Medicaid-eligible resident, in

| wniting, at the time of admission to the nursing -
| facility and when the resident becomes eligible for
| Medicaid of-

(A) The items and services that are [ncluded in
nursing faciiity services under the State plan and

| for which the resident may not be charged;

1(B) Theas ofhar ilems and services that the

| facility offers and for which the resident mey be
| charged, and e amount of charges for those

gervicas; and
{if} Inform each Medicatd-eligible resident when
changes are made to the items and services

‘gpecifled in §483.10(g)}17)((A) and (B) of this
_;seuﬂon,

.5483 10(g){18) The facility must inform ¢ach

rasident bafore, or at the time of admission, and

pericdically during tha resldent’s stay, of services -

avaliable'in the facility and of charges for thoge
services, Including any charges for sorvices not
coverad under Medicare/ Medlcaid or by the

faclity's per diem rale.

or conclusions are accurate, and
the findings constitute deficlency

. or that the scope of severity

regarding any of the deficiencies

. clted are correctly applied.

Received
MAY §7 2005

Facilities Regulation

DEFICIENCIES - | 5X1). PROVIDERY UPELIERIC [X3) DATE SURVEY
gggg”:fum&wméksﬁm B “ ’ afé%l’lﬁch%ennu = COMPLETED
415098 B, WING _ e _DANMTI2028 |
“NAME OF PROVIDER OR SUFPLIER GTREET ADDRESS, CITY, STATE, ZIP GODE -
989 SOUTH MAIN STREET
CRYSTAL LAKE REHABILITA?ION AND GARE OENTER , PASCOAG. RI 02858 |
@ D SUMMARY STATEMENT OF DEFIGIENGIES. 0 “PROVIDERS FLAN OF CORREGTION o8
BREFIL- {EACH DEFIGIENCY IUST BE PRECEDED BY Full, FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAD REGULATORY OR L5¢ IDENTIFYING INFORMATION} . T CROSS-REFERENCED TO THE APRHOPRIATE DATE
o , DEFICIENGY)
F 000 INITIAL COMMENTS FOOO} This plan of correction is submitted
_ as required under Federal and '
Aveceriffication survey was conducted at Crysial State regulations and statues
Lake Rehabllitation and Care Center Nursing | applicable to long Term Care
Home on 4/1472025 through 4/17/2025 to 1 providers. This plan of correction
determine compliance with 42 C.F.R. Part483, | does not constitute an admission
requirements for Long Term Care Facilities. State of Hability on the part of the facility
liceﬂsggaﬂd gmﬂ%mﬁﬁm surveys and such liability is hereby
WeTe aisb conaucied 2 ity specifically denied. Th submission
- of the plan of correction does not /
_ mgnm were [dentified as a result of this consHlute an sgreement by tha 5/,7 74
¥ 562 | MedicakiiMedicare Coverage/lLiabilty Notice F582] facility that the surveyor's findings

"Any deficiancy mlnan &nd

 ABGRATORY niasma'sdé FROVIDER/SURPLER nemaseérrmms SGMNATURE

TTLE

LNHE

5/7 /;s oa4

o oo adeﬂdmw which tha nstitution may ba excised fram comeoting providing § 18 detemnined that

cther safaguards provid sl.tfﬁdent mr:ﬁnn to the patients, {See nstruclions) Excapt for nursing hemes, the fndings stated above are disciosebla 80 days

folowing the data of surve

whathar or not & plah of correction s provided, For nursing homes, tha abave findings and plane of correction are disclosable (4

days following the dabs thesa documents are made avaitabls to the Faciiily. If deficlencles & cited, an approved plan of correction la requisita I continved
pmgmm particlpeiion, .

FORM GMS-EW{QZ-RG} Prsvinue th ubsders

Evem ID:ZI.‘EQO“

Facifty {D: 418005
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DEPARTB?ENT OF HEALTH AND HUMARN SERV!CES

| CRYSTAL LAKE nemmuoumncms CENTER

‘ Z(lv) Ths,facﬂltv miet refund to the resident or

dent represenistiva afy.and aif refunds diie

: 'tha res!dentwimhsndaysftom the pesidents

date of diacharge from the facillly. '
(v)mmofanadmlssmeonhactbynron

| behalf of an Individial seekinig adrmlssion fo the

faciity must not confiict with the requirements of
fhese regulations.

' .';ms REQUIREMENT Is not met as evidenced
| oy

Based on record review and staff Intarview, It has

1 been determinéd that the facllity falled to properly
pravide notice to residents and/or resprtssemtat:\.rﬂsi
informing them of when changes in coveraga are

miads {o ltems and services covered by Madlcare
andlor by the Medlcald Stats plan related to the

' Skilled Nursing Facliity Notice of Medicare
| Nen-Coverage (NOMNC), In a timely manner for

3 of 4 resldents reviewed who were dlscharged

‘from & Medicare covered Part A stay with benefit

days remaining, Residenit ID #s 353, 354, and

rscOAN .
0i4) 1> mram DEFIGIENGEES 0. * . PROVIDER' PLAN OF CORRECTION o
PREFIX . (swune;mam BE PRECEDED BY FULL | PREFIX CORRECTIVE ACTION COMALETIN
TAG REGULATORY OR LBG IDERTEFVING BFORMATION, e m%&mﬁuenmmamnw&;m DATE
F 682 | Continued From page 1 Fga2| A j;lar; of correction for affected .
i | residents.
_ &wmmmgﬁf Resident ID #353, 354 and 355 J/é/w’
Madicaid State plan, the facklly must provide. had been determined that the R |
notice bmﬁenhﬁmm essoonasis | facility failed to properly provide
mw notice to the resident and/or
{m. Whm mgs am rada fo charges fqr olher. representatives informing them of
| s and sajvices that the faciity offers, ieest when changes of coverage were
;,facﬁliymustlniunn thé resident i writing &t ; made (NOMNC).
to implementation of the changa ' NOMNC were sent out {o each of
: gra It a mm diss or is hospltaied or ls - the above residents.
nafem arrgu «ri:’e; ﬁ retum’ wﬂ::s m:v. B). Plan of correction fo | identify
| faclity Tegident, . other resident potentially affected
o et s | Q) | Y
I [ An audit was conducted of
gmmﬁm?mﬁﬁw }é residents with coverage changes
' and no evidence of a NOMNC. -
facily, regardiess of any minimum stay or )
 discharge hotica fequiremsnts, NOMNC were sent via email,

¢). Plan of comection for system

" changes and measures to prevent
recurrence.

Medicare/Medicaid and

~ managed care residents and for
responsible party will receive
NOMNK 48 hours prior to last
covered day (LCD) with an
explanation of the Appeal process,
Education was provided for MDS
coordinator/ Social Worker.
D). Plan to monitor effectiveness of
corrective action,

DNS/MDS or designee will
conduct weekly audits on all
residents with coverage changes
that require a NOMNC's for 4
weeks then monthly there after until
campliance is met.

FORM CMS-2667{02-99) Proviaus Versions Obgoleta

Event inZMOQ1

Faciy 1o 415099

i contiwation shiest Page 2 of 18
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DEPARTMENT OF HEAUTH AND HUMAN SERVICES PR O APPROMED

_CENTERS FOR MED|CARE & MEDICAID SERVICES . . . OMB NO, 09 1
STATEMENT OF DEFICEENCIES {41} PROVIDERISUPPLIERICLIA 0%2) MULTIPLE CONBTRUCTION DU DATE SURVEY
ARD PLAN OF CORRECTION DENTIFICATION NUMBER: A, BURLDING
o _a1s050 | ‘ 04/1712025
NAME OF PROVIDER OR SUPFLIER ~ - STREET ADDRESS, CITY, STATE, ZIF CODE
£ED SOUTH MAM STREET
CRYBTAL LAKE RE{ABMAHDNA&DGMEGEMR. - 1 PABCOARG, RI 02859 | B
1 pmp SUMIAARY STATEMENT OF DEFICIENCEES N o 1~ PROWDERS FLAN OF CORRECTION k) :
PREFIX (EACH DEFICIENGY MUBT RE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE cospLEnoN
AL REGLEATORY QR LSC IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE BAIE
F 682 | Continued From page 2 F682|  Aydit findings will be
355. . shared/presented in the monthly
. ' QAPI meeting X's 3 months or until |
| Findings ars e follows: : compliance is achieved.
‘Review of the Center for Medicara and Medlcald @ '
| Sarvices (CM8) Form, CkiS~10123, fitied, "Form
/| Instructions for the Notica of Madicare q&
‘I Non-Coverage (NOMNC),” atetes n part, ...A
‘| Madicare provider or health plan (Medicare

Adventage plans and cost plans, coliectively
refazred to as "plans”) must deliver a complated
copy of the Notica of Medicars Non-Coverage |
{NOMNC) fo beneficiarias/enroliees recsiving
covered skillad nursing, hame heatth {including
psychiatric homs health), comprehensiva
‘ouipatient rehabilitation faciity, and hospice
sernvices, The NOMNC must bs delivered at least |
two calendar days bafore Medicare covered '
sarvices end or the second to last day of service
if care Is not balng provided dally...Providers must
defiver the NOMNC to ali beneficlaties eligihle for
the expedited detérmination process per Chapter
4, Saction 260 of the Medicare Clalms

Processing Manual and Chapter 13, Sections
90.2-00.9 of the Medicare Managed Care

Manual, A NOMNG must be delivered even if the

| benefciary agress with the tervination of

| senvices.."

1. Record review revealed that Resident ID
#35%'s last covered day of Medicare PartA
Services was on 3/13/2026 and she was
discharged from the facifity on 3/14/2025,

Further record review failed to revesl evidence
‘that the resident and/or resident representative
wis lssued the NOMNC form,

: 2. Record review revealed that Resldent ID - L
FORM GMS-2667(52.68) Previous Verskong Obsclete -+ Event1D:ZMOQ1 " Fecly 10: 416099 " Wconfinuslion sheet Page 3 of 19
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DEPARTMENT OF HEALTH AND HUMAN SERV!CES

WANE DF FROVIDER OR BUPPLIER.

5

TAG

(énu E’HWWEFREEDEBWM
REGULATORY OR MNF Ok}

F 641
S$8=E

F 582
-Sarvices was on 31272025 and sltie wes

 #355'g last coverixd day of Medicara Past A

| she revealed that she did not know tat the form
;.msmqmdwhmmamﬂemmmdmm
j'_dlseharga

| During & surveyor Intervigw on 41512025 at 1:39
‘P, with the Administrator, she was unable to

| representstive was issued the NOMNG form for

Continued Fromn pege 3
#354' last coversd day of Modlcars PartA

dischasged from the faciily on 1372025,

Furﬂ:ermoordmﬁewfaﬂadm ravaﬁevldm
that the résldent sind/or. mldentmpmmum
was lssued tha NOMNC fomi.’

8. Retord review reveated that Resident ID

Sarvices was on 11/10/2024 aend wassma
dischamsd from the facility on /112024,

Fusther record review fabad o revea! evidence
that the restdent and/or reskiént ropresaniative
was bsued the NOMNG form, :

During a suiveyor interview on 4/14/2026 at2:27 ||
PM, with the Minimum Data Set ( ;she
aﬁmwadgadﬂmtmswentlu#sm 354and |
365 were not lssuad a NOMNC form. Addltlonaﬁy

provide evidence that the resident and/or resident

Resident 1D #z 353, 354, and 355,
of Assessments
CFRis): 483.20(g)

§483.20(g) Accuracy of Assessments,

The assessment must accurately reflect the
resident's status,

This REQUIREMENT is not met as evidenced

by:

F 641

~ to be accurate on residents ID # 10 agd 42,
Accuracy of assessments{side rails/r

i

{1). Pian of Correction for affective repident.

Accuracy of assessments (smoking) were f

siraints)

sund

FORM CHS-2587(02-89) Previous Verslons Obsolela ~

Event IR ZMOOY

Facifty ID: 415088

¥ continuztion sheet Page 4 of 19



DEPAR'{ MENT OF HEALTH AND HUMAN SERVICES

| Bassd on recond revisw and staff inferview, & has
|| been detanmined that the fecliiy fallsd to ensire -
‘F'ihat the Minimum Dats Sst (MDS) Assossment -
| acourataly refiacted the resident’s status for 2 021
rasidents reviewed for smoking, Resident ID #s

40 and 42, and 3 of 3 residents reviswed for

restraints, Resident ID #5 8, 10, and 31.
Findings are as foliows:
‘1. Review of the “Long-Term Care Facility

Resldent Assesgmant Instrument [RAIT] 3.0 User's

‘Manual” fast revised in October 2024 states in
‘par, *...Ask the resident if they used tobacco in

any form during the 7-day kook-back periad. 2. If
the resident states that they used tobaceo In
some form during the 7-dey lnok-back perind,
code 1, yes. 3. i the resident Is unable to answer
or Indicates that they did not use tobacco of any
kind during the lock-back period, raview the
medical record and Inferview staff for any
Indication of tobacso use by the resident during

| the look-back pericd...”

1a. Record review revealed Resident iD #10 was -
‘1 admitted to the facitiy in January of 2026 with a

dlagnasis including, but not fimited to, tobacco

| use.

:' Record review revealed a ¢ara plan dated
;112112025 which revealed the resident uses &
‘vape (& device used for hhafing vapor contalning

nicoting and flavoring) and fobaceo products.
Review of an MDS Assessment dated 1/21/2025,

‘Section J, fitled, "Heaith Conditlons” revesled the
1esident was documented inaccurately as not
‘using fobacco products during the 7-day

look-back period,

found that these residents were

coded in error and were modified to

reflect the correct assessment.
B). Plan of correction to Identify
other residents potentially for
system changes and measures to
prevent recurrence,

MDS coordinator has been
educated on coding process. Audit

T to ensure resident that smoke and
: or use sided rails are coded
properly, updated and retransmitted

for accuracy.

- ). Plan of correction for systems

changes and measures to prevent

‘| recurrence,

MDS has been educated on
proper coding for residents tant
smoker and the definition restraint/
side rails.

D). Plan of correction to monitor
effectiveness of corrective actions.

MDS and/or designee will
conduct weekly audits on slide rail
and smoking assessments X's 4

- weeks then monthly there after until

compliance has been met.
Audit findings will be shared/
presented in monthly QAPI meeting
X's 3 months or untii compliance has
been achieved.

Responsible party will be the
ADM/ DON.

. o , e OMEB NO. DB3B-D391
' s’m’rmnosusncmmss ) (xﬂ "PROVIDER/SUPPLIERIGUA (25 MULTIPLE COMSTRUCTION (<5} BATE BURVEY |
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! A, BUILDING COMPLETED
415080 BWNG ... .. . e 041712028
" NAME OF PROVIDER OR BUPPLIER ” ~1 &TREET ADDRESS, CITY, BYATE, 21 GODE NG
B2S SOUTH BAAIN STREET
cmm.menmmmmoumncmscmau | eascoas, R.I_ 02859
Dy in sw:m Ammuremcmnas 5 PROVIDERS PLAN OF -
PREFTX (EACH DEFICIENGY MUST BE PRECEDED BY FREFD{ EACH CORRECTIVE ACTION SHOULD BE oo
1AL mmmmmwwnmmmmmm TAG CROSS-REFERENCED TO THE DATE
Fedd Conftinued From page 4 E 541 residents 1D #9, 10, 31, 42. K was

\5/1/as

FORM CMS-2567(02-9#) Previous Vérstons Obsolete

Evant iX2MOG1

Faclity {: 415008

W eontinustion shest Page 5 of 18
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DEPARTMENT OF HEALTHAND HUMAN SERVICES

NAME OF PROVIDER CR SUPPLIER
ORVSTAL LAI(E REHAHLITA‘I‘IOH AND CARE C‘EHTER

PRINTED: 04/28/2025
'FORM APPROVED
B NO. 0938-0351

(X3) DATE SBURVEY

..049T(2028

we

. Gm m‘mmoﬁnemﬁrm
TGRYORWG mmlmm

Fé41

.Continued From page 6

b, Racord revisw revegied Resident ID 247 was |

‘admitied to the facllity i September of 2023 with |

a&gmmmm,mmmnmm typa2

Ramrdtaviewramdaaamplaﬂdaiad
mmmmmﬁeﬂtuﬁm

MW

Renordreviawravaa%ada 'Snnldngﬁva&m&m
wmmmwmmmm
u!ﬂfzestobaccopmdmts.

Revle\rmran MBSMaemmmﬂmd BI26/2005,

‘Secllon J; tifed, "Heaith Conditions” revealed the
regklent was duwmented inaccurately as not
‘ushg tobacco products diring the 7-day -
'look-back period,

2. Review of the RAl Manuat dated Ogloher 2024
lates In part. *..The intent of this section s t
record the fretuency that the residant vas
restralned by any ¢f tha listed dévices 6r an alarm
'was used, at an ﬂmsduringthsd or night,
ditring the 7-day look-back petiod. Assessors will
evaluate whather or not a devics meets the
defintion of a physical restralnt or an alarm and
code only the devices that theet the definitions in
the appropriate calegories...DEFINITION
PHYSICAL RESTRAINTS Any manugl method or
physlcal or meohanica! device, materialor
equipment attached or adjacent fo the regklent's
hody that the individual caniot remove easlly,
which restricts freadnm of movarnem or normal
access o one's body

2a. Racord re\fiew ravealed Resident 1D #9 was
admitted to the facility in Saplember of 2024 with _

FORM ch'as-zss:@m; Preaious Verslons Gbsolats

" Event mrzmow

Facitiy 10 415099

" Hf continuation sheet Pags @ of 19
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

‘Recors raview revezlad s physiclan order duted
211512025 for two /4 top side ralls ae en enabler |

 bed,
Review of an MDS Assessment daled 2/6/2025,

resident was coded forthe uss of bed ralls es a
| restraint during the 7-day look-back period.

{ diagnosls including, hut not imited to, obasily,

| Recard review revealed a physician order daled
| 271642025 for twe 1/4 top slde rails as an enablar
: ft:::dhed mohillty and transfers as needed while in

[Review of an MDS Assessment dated 1/21/2025, |,
‘Saction P, fitled, "Restraints” revealed the

resident was coded for the use of bed ralisasa |
-resiraint during the 7-day look-back pesiod.

readmifted to the facility In September of 2024

| Record review revealad a physiclan order dated
- fnr bad mobllty and transfers, as needed whils in

| Section P, titled, "Resiramts“ ealed the

for bed mobllity and transfars, as needed while in
Section P, titled, "Restraints” revesied the

2b. Record review revealed Resident 1D #10 wag |
admiited to the facliity In January of 2025 witha

2¢, Record review revealed Residert 1D #31 was

with a diagnosis Including, but not limited to,
dementia,

2115/2025 for two 1/4 top slde rails as an enabler

Revlew of an MDS Assessment dated 3/18/2025,

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES e " OMB NO. 0938-0391
STATEMENT OF DEFICIENCES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIFLE CONBTRUCTION {XS} DATE SURVEY
AND PLAN OF CORRECTION T IDENTIFICATION NUMBER: A BUILDING _ COMPLETED
- , o~ Ai6088 jowee. : : 0441712025
MAMNE OF PROVIDER OR SUFFLIER BTREET ADDREES, CITY, STATE, ZIP CODE B
$58 SOUTH KA STREET
; CR\'SThILLAKEl ‘REHABILITATIOIEMDCAREOENI‘ER PASCOAG, R 02850 | B
i1 pu,m T BUMMARY STATEMENT OF DEFICIENCIES | ® PROVIDER'S PLAN OF CORRECTION
(EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION EHOULD BE covbiamon
e REGULATORY OR LEC IDENTIFYING INFORMATION) . IAG CROSE-REFERENCED TO THE APPROPRIATE pATE
Fest ii:orzhnuedFrom page 6 F 641
‘8 dlagnosis including, but not limited to,
‘dementia.

X4

ORI CHFE 2687 07-00] Femvioun Vardons Obeckols Evgxﬂ__lb’?i\ﬁ?&ﬂ

Fashtty ID; 416089 ‘ 1f continuation sheet Page 7of18
— (RTETRA




DEFARTRENT OF HEALTH AND HUMAN SERV(CES

PRINTED: 04/232026
" FORM APPROVED
. OMB NO, 0938:0381

Fé41

F 658
§5=D

?maidantm coted for the use of s bed refs as @

‘Biring suiveiyor inervisws on 41162025 st 10.28 :

Coordinator, ehe revealed fhat Resklent1D #6 10 |
‘and 43 are aniive ehiokers and uiilzs tobacco

products. Addionally,

.}Dkﬂ 10, and 31 uﬁmh&ﬁ&am&fﬁrm
.mubilﬁyandﬁ-ansfers but thst they ore kot

| tevealed that the MDS Assessinants for Resident
1D #5 9,10, 34, énd 42 veta coted In emor and

‘aftar baing brought o the fiaclifiy's atiention by the,
surveyor, -

. Sewvices Provided Meat Professional Standards

| This REQUIREMENT s not met as evidenced.

| adminfstration for 4 of 3 residents reviewed,

Cortirived From page 7
resivaiit durim ﬂaa'f-ﬁayhd:—haekparm
AMM4I17E025311D'.43AM with e 10S -

she revealad.thet Resident |

uﬂMasamttaIntammnntmaatﬂm
dafinifion 6f & reatralnt. Furthéimore, she

wauldhamndiﬂadvdﬂiﬂmmmmmﬁm

Duiing a surveyor interview on 41772025 et 10:43
AN, \mthlha DirednrofNurs’fl'lQSewIces sha
seknowladged that the above MDS asssssments
for Resldent ID #5 9, 10, 31, and 42 were coded
inaccuratsly.

CFR(a): 483.21(bX3)() .

§463.24(b)3) Comprehsnsive Care Plans

The services provided or arvanged by the faciity,
as autlined by the comprehensive care plan,
miust

(i) Méet professional standarde of qualliy.

Based on record review and staff inderview it has
besn datermined that the facllity fallad fo ensure
that services belng provided mest professional
standards of practice relaiive to Insulln -

F 858}

4

(1) Plan of correction for affected residient.
Resident iD #42, medical record rgvealed tha
insulin Lispro was noted administered [held) as

r‘i-

ordered due to low biood sugar withou paramete 1S,

MD has bsen notified. ‘
(2). Plan of correction to identify poten ial affectec!.
residents by this deficiency. ‘

Residents with insulin orders werelidentified. |
Medical records for insulin administration were
reviewed. '

éomcms-zsmoa-mwmxmwmnsowe:e 2T Evetinizoni T Fadl

Eacllty i 416088 " Heontinuation sheat Page 8 of 19
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/23/2005

a0 |  REGULATORY DR LSC IDENTIFYING INFORMATION)

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID BERVICES : : : . _ _OuB NO. m
STATEMENT OF DEFIGTENCIES J X1} PROVIDER/SUPPLERICLIA " ¥z} MULTIPLE CONSTRUCTION o OL3) DATE SURVEY
J AND FLAN OF CORRECTION ' IDEHTIFICATION NUBER: ABULDING. COMPLETED
| | 415089 B wiNe — 1 oasrizoss
NAME OF PROVIDER DR SUPPLIER RTREET ADDREBS, CITY, STATE, ZiB CODE
CRYSTAL LAKE REHAEUMDHANDCAREGWER PASCOAG, I 02082
e 1 mem‘%ﬁuu 0 ~ PROVIDERS m&c&awmﬂw 5}
| TAG CROSE-REFERENCED T0O THE APPROPRIATE Daye

F 658 Continued From page B
'Resident 1D 842.

Findings are as follows:

According o Mosby's 4th Edition, Fundamentals
of Rursing, pege 314 stetes in park, ... The
physician is responsible for directing medical
treatment, Nurees are obligated io foliow

| physician's orders unlass they balieve the orders
are in emar orwould harm the clients. "

1 Record review revealed that the resident was
edmitied fo the faciifly In September of 2023 with
1a dlagnosis Including, but not #mited to, typa 1

{ digbetes,

-Record review rovealed the following phyelelan's
1orders:

- Inguiln lispro (fast-acling Insulin that starts to
-} work about 15 minudes after injection) 100 uniis/
| miiiiiter {mi), sdminister 3 units subcutaneously

'(tha layer of tissus just balow the skin} dally from
' 11:30 AM undil 1:00 PM.

- Insufln lispro 100 unitsfimL, sdminister 3 units .|’
-subcuianeous dally from 4:30 PM until 6:00 PM

- Insulin lispro 100 units/mL, administer 3 units
subcutanecus from 4:00 PM unill 8:30 PM.

-Record review revealed thet on the following
-dates and times, the insulin fispro wag not
administered as ordered.

- 4712025 from 4:30 PM untll 8:00 PM, with a
decumented blood sugar of 83 milligrams (mg)/
deciliter (dL)

F 858 Audit was conducted for compliance.

‘L | parameters and reporting to the MD.

C). Plan of correction for system

recurrence.
: License nursing staff have been
. educated on holding insulin without

| D). Plan of correction for monitoring
1 weekly audits.

1 DONand/or designee will
conduct weekly audits on residents
with Insulin orders 's 4weeks then
maonthly there after until compliance
" is met.

Audit findings will be shared/
presented in monthly QAP] meeting
X's 3 months or until compliance is
achieved,

Responsible party will bé Adm./DNS

changes and measures to prevent 5/7/,?5 i

 FORM CM§-2287(02-88) Pravious Verslons Cbsclels Event /D: ZM0Q1Y

Fality ID: 415098 - . _ ¥ continuation sheet Paga 3ot 19
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DEPARTMENT OF HEALTH AND HUMAN BEIW[CES

PRINTED: 04/28/2025
FORM APPROVED

NAME OF PROVIDER OR SUPPLIER
GESSTRLIJUGEREHAEIJHH"UHIU“DCHUHEGENTER

(KS)DA"I'EH.IWEY
' COMPLETED

e
L
e |

SHM\’smrmoPm s
-y !Emmmm,m
Wmmm

P

Fege

F 584
8S=E

doguimented blood sugar of 88 mg/dL

P
‘admisteted ondfT; 4111 o7 4/44/2025.

ﬂmlnsuilnshouidbeglva:dmlnghanma[mdﬁ
memedicaﬁunwnshak! itslwuﬁbareportadb

- Dur!n a stirveyor Intarview on 4/16/2025 at 10:34
’m unable o provide evidence that the Insulin

{ that residents receive treatment and care In

Confipued From page ® :
~ 411112025 from 1130 AM uniit 1:00 PR, with &
documentsd blood sugar of 79 mg/dL

= 4/14/2025 from 4;00 PM until 5:30 P4, witha

Record reviei falled to révesl vidence that e
mvidwmncﬁﬁedafhehmuﬁnilspmmtbdm _

Duﬂngameywmmmmﬂi'IMEaHﬁ'as

AM with Licensed Practical Nurge, StzffA, she . |-

fevegléd thiat thers ane no parameters to hold the .
insulin i the order, Addidonally, she revealed that

the provider.

1 the Director of Nursing Services, she

lispro waas administered, a5 utdared oh 447!2025,
4111!20253:&«1414!2025.

During a surveyor intervisw on 4/116/2026 at 10; 49
AM with the Nurse Practitioner, Staff B, she
revesled that she wotuld expect the staff fo follow
the ordér as writien and If the medication Is held,
she would éipect t the staff to notify her.

Quality of Care

CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamantsl principle that
applies fo all tregiment and care provided to

faoil%(y residents, Based on the compreherigive

assessment of a resident, the fac!ilty st ensure |

F684|

'R:mcms-iser(uz,m) Frevions Verslens Obiaiete EventDMOad]

' Facity tD: 415689

If continuation shaat Pags: 10 of 19-



DEPARTMENT OF HEALTH AND HUMAN SERVICES

AID

CRYETAL LAKE REHABEJTATION AND CARE CENTER

STATEMENT OF (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION |
AND PLAN OF CORREGTION FICATION & BUILDING :

415088 lowwo___ . . |
" RAME OF PROVIDER OR BUPPLIER " “STREET ADDRESS, CITY, STATE, 29 CODE

£99 BOUTH MAI STREET
| PASCOAB, Rl 02858

PROVIDER'S PLAN OF CORREGTION

.acoordance with professional standards of

| pracfice, the comprehensive person-cantarad
 cane plan, and the resldents’ choloss.
“This REQUIREMENT is not met as evidenced

-‘bg-mdonmtdrevbw,midmtmdmaﬁ

1 interview, It has been determined that the faclity
‘| falled to ensuns that each resldont recelves the
tha highest practicable physical well-belng for 1 of )

cans and eervices to attain or malntain:

2 tesidents reviewed forappointments, Resident
ID #26.

Findings are as follows:
Record raview revealed that Resldent 1D #25 was

admitted to the facility in August of 2024 with
diagnoses inchuding, but not limited to, adult

fallura to thrive and ropeated falie.

Record review revealed a physiolan's order dated
472772025 to obtain & neuralogy consull. '

! Review of the progress notes revealad the

following:

= 112712025 the resident's diaghoses were
1 teviewad by the Nurse Practitioner (NP}, Staft 8,

and a new order was obtalned for a neurology
consult

« 112712025 authored by Staff 8, which revealad
that speech therapy was to see the resident due
fo Increase iremors and trouble swaliowing, ae
well as hisher diet had been downgraded foa
thopped texture with thin liquids. Additionally, 2

resident.

Resident ID #25 medical record
revealed a physician's order dated
112772025 to obtain a neurology
consuit due to reported tremors and
dysphagia. Records failed to show
evidence of an appointment with a,
Neurologist. Information has been
faxed to Brown Neurology.

B). Plan of correction fo identify
other residents potentially affected
by this deficiency.

An audit was done on current
residents medical records to
determine if any other residents
were affected,

- C). Plan of System Changes and

measures to prevent recurrence.

Follow up appointment slips are
available at the nurses station,
nursing staff have been educated
on appointment procedures.

- D). Plan of correction to monitor

effectiveness of cormrective actions.
DON and/or designee will
conduct weekly audit on
appointments/follow ups X 4 weeks
then monthly there after untit
compliance has been met,
Audit findings will be
shared/presented in monthly QAPI
meeting X's 3 maonths or until
compliance is achieved.,
Responsible party will be DON or

) SUMMARY STATENENT OF D . ——
NEFD | (EACH DSFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULDBE | Soainon
g~ REGULATORY OR LBC DENTIFVING BFCRMATION) e §6-REFERENCED TO THE APPROPRIATE e
F 684 Continued From page 10 Fea4l A)-Plan of correction for effected

nettrology consult was placed for tremors and i designee.
dysphagla, (difficulty swalfowing) with concems
| for Parkinson's disease versus medication :
FORM CMSZ657(02-06) Previous Versiona Obsclets . EventIDiZNOQH ~ Faclylx416099

“Hf continvafion sheef Pags 41 6E10
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

_CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DERCIENGIES PROVIDER/SUPPLIERUCLIA
AND FLAY CF CORRECTON 7 IENTIFIGATION KUSRSER;

NANE OF PROVIDER OR SUPFLIER
mmmmmmnmcm

FRINTED: 04/23/2028
FORMAPPROVED

1o

416089

"oﬁitui;
FREFIX
TAQ

ﬁglﬁﬁm BY FULL

mnmmmmmmm

Fagd

commedmem 1

| ety o wilh hodngobjct st th

{ Revisw @ dociment titled, "Oceitpational Therapy
- maledﬂ'-atﬂlemidamwmplalnedofbﬁm

| that the neurciony appointnient was scheduled,
| attanded, or degiined by the resident,

| During & surveyor interview an 4/16/2026 at 11:18
‘| AM, with tha Director of Nursing Services (DNS),
_sha revealed tat thie parson In charge of setting
 up appointments for the residerits was unaware
 that Resident I #25 was ordered or needed a

[ neurelagy consult appointment.

| Dtiring & surveyor intervisw and observalion on

| 41672025 at 13:25 AM, with the resident, In the

| présencaof the DNS, the rasident was observed
{0 have fremors. Addnhanaily, the resident

« 41072025 reveslod the rasident had

Treatinent Encountet Note(s)" datsd 1/28/2025,

haind treeviors and coimplained of having dificulty
wlﬂuﬁinmmaregularwp,

Reeord mﬁawfa&edﬁo meaimdaneethﬂa
némubgywnmﬂtappoﬂ:ﬁmhtwasacheﬁulsd
attendad, or dacfinad by the resident.

Reylew of the fransport calendar for the year of
2025, with the Administrator, fatied to reveal
avldanoe that a neurciogy consult appainiment
was scheduled for Residant {D #25,

Dusing a survesor interview on 4/16/2025 at 11:00

AM with Licensed Pragical Nmsa. staft A, she
ravealed that 6h8 was unable to find evidence .

revealed that s/he did not decl!ne an appommnt

FGRM CMS-2587(0285) Previous Virglong Chsclela Evert o ZMOTH

Facily 10: 415009

* I confinésiion shest Pags $2 of 19



PRINTED: 04/232026

o mﬁg%mm
; Toeny ProvIDERSUPPLERICLA {X2) MULTIFLE CONSTRUCTION C
AND FLAR OF CORRECTION 1" IDENTIFCATION NUMBER: ABULBING _____
__ . Meoen B. Wina -
" NAIE OF PROVIDER OR SUPRLIER T STREET ADDRESS, CI7Y, 6TATE, ZIP GODE
' 259 BOUTH B2AIN STREET
| CRYSTALLAKE REHABILITATION ANDCAREGENTER | masconc,miozsss .
0 D " BUMNBBARY STATEMENY OF DEFICIENCES | B | mmgmmﬁ ' 0%
P | or ORLSG MENTIVI%G BXFORAION) PEFK | DM AEFERENGED TOTMEAPPRORRATE |  ONE
_ _ DEFICIENCY)
F 684 | Continued From pags 12 | Fead
for & neurolngy consuit. Fusthermore, e/he '
revaaled to the DNS end the surveyor that /e
was gtili having tremors and sifil neads to aftend
the neurclogy consull ) +
During & surveyor Intsrview on 4/18/2025 et
-approximately 12:30 PM with tha DNS, in the
-presance of the Administralor, she was uniahis fo
provide evidance that the faclily followed upand |
scheduled the neurclogy appolntment as ordered
by the provider on 1/27/2025. oy £ 12
F 812 | Food Procurament, Store/Prapare/Serve-San () I . . { e .
: . an of correction for ice ¥ / o
§8=F | CFR(s): 483.60()(1)2) 1 machine that had visible dirty 7/75
| §483.80()) Food safety requimments. ' components.
| The fecillty must - lce machine visible
: . 1 components have been cleaned
§483.60(1)(1) - Procure food from sources ; and debris has been removed,
approved or considered safisfactory by federal, | The Kitchen aid appliance
slato ;r focal u?dﬂm g : has been discarded as it was not
{D This may inclu ltemns obtainad direclly | in good working order.
from locat producers, subject (o applicable State The exterior of the exhaust
.and local laws or regulations, 9\, . hood has been cleaned and the
() This ms?mtéammbﬂ?; prevent * bi-annual dleaning has been done
lmtaasa' 3':‘1”13‘7‘ o g‘&ﬁ"“n‘;"mg’l o mw " apiadﬂpliwuhle : gyzggﬁgestauram Fire Control on
1 safe growing and food-ha practicas. . . .
| 0B This provision doss nat pracuds recklents @ ﬁgﬁﬁzﬁegf:c‘me identified
‘ fmm consuming foods not procured by the facflly. (3). Plan of correction for system
§483,60(1)(2) - Store, prepare, distribute and changes and measures to prevent
| serve footi In accordance with professional ‘ recuirence.
| standards for food service safety, _ The food service manager
1 This REQUIREMENT Is not met as evidenced has developed a cleaning
 by: - ,‘ schedule to eliminate these issues
Based on surveyor obsevation and s - in the future.
interview, it has been determined that the faciliity {4) Plan of correction to monitor
falled fo store, prepare, distribute, and seive fct;d | effective ness of corrective actions. -

FORM OME-2567(07 99) Provious Vorsions Obsolela. | Evenl ID:2MOQ1 Faoily f0: 415009 ~ Woonfinualion sheat Page 134110




DEPARTMENT OF HEALTHAND HUMAN SERVICES R e

FOR MEDICARE & MEDIGAID. 8 . L
STATEMENT OF DEFICIENCES {1) PROVIDERBUFPLERIGIIA mam.meomwm Teress it numvey
AKD PLAN OF CORREOTION _ X ) A BLILDNE . iAoy
_ , ELS . G414712025
NANME OF PROVIDER UR SUPPLIER BIREEI‘ABDRESS.W m‘mmrm
, ST mmmm
3.&";,522 ' mnméuévm wmmsnwm | m'g-n: mmﬁp%%mm mggm
ne mmmmmmmmm e | GRD&B-HEEHBGGEDT 0 THE ARPROPRISTE bATE:
F 842 | Contiued From pege 13 F 812} Audits will be conducted on a
In Bceordance with professional mm for routine basis by the food service
food earvice safaiy ralstive to the main kitchen. 1 director andfor a designee, The
results will be presented/discussed
Fln@:gs are & folows: - at the monthly QAP! meetings for 3
 of the Rhode | Food i. 2048 ;r;c;:i\g;se gr until compliance is
_Eﬂithn 4801, “i s:a! &ﬁm part.! . iprivent sha ' The Administrator is responsible for
.:Narfood of equ s the implementation of the dleani
b kept frae of an ecciimivtation of dust, dirt food P ng
residue, &nd other debria™ program.
Duiring suiveyor cbséivations on the initial four of
the inali kitchen on 4/14/2025 at € ,

£8:15 AM; In the presenta of the Food Servics
Director (FSD) revealed the foliowing:

« Awhite colored component within ths Jce
migching hoted with black and pink mafter, that
maﬂembammved by Wiping It with & paper

-| -AKlchen Ald® applance coverad with a clear
plagtic bag, with & dark brown liquld matier
leaking from & seain on the upper partion of the
appliance mhﬂ;abwandappﬁamhelf

- An sccumulation of a greage-like residue on the
exhatst hoods ahove the stove and griddle.
Additionally, a sticker was observed indicating
that the hoods ware Iast cleaned on 11/11/2024

During & surveyor interview immediately ﬁ:;l!qung .
| the above observations on 4/14/2025 with tha .-
| F8D, he acknowledged the discolored Wwipeable

| matter within the ica Tachine, the discolored

‘| liquid matter feaking from the kilchen applianca,
ant the grease-like accumulation on the exhéust

{ hoods and indicated thaf they should be cleaned,

: mmcms-mmm)mmavmmomw 7 Bvent@xzwond. . FacllylD:disoee If confinuation shest Page 14 of 18
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

RVICES

PRINTED; 04/23/2025
FORM APPROVED

PROVIDER/B

{42) MULTIPLE CONSTRUCTION

facliiy-witls avsessment to determine what
resources are nacassary fo care for its residents
compatenty during both day-fo-day operations
{including nights and weekends) and
emergencles, The facily must review end update
‘thet essesement, as necessary, and at least
annuelly. The faciiity must sleo review and update
‘this assassment whenever thera Is, or the fecllity
pians for, any changs that would require a
1 substantisi modification to any part of this
assessment.

‘| §483.71(s) The fachity assessment must eddress

-or Include the following:

.| §483.71(a){1) The facllity's resident population,

including, but not limited to:

10 Both tha number of resldents and the feoility's -

reskient capacity;

.consldering the typgs of diseasas, sondiiione,
physical and behavioral health needs, cognitive
disabilities, overall acuity, and other periinent
{facte that are present within that population,
consistent with and Informed by Individual
resldent assessments as required under §
483.20,

netessary to provids the leve! and types of e
‘needed for the resident population; '
(iW)The physical enviranment, equipment,
sevices, and other physical plant considerations
that are necessary to care for this population; and

(i) The care raqt.;lmd by the resident population, |
' using evidence-based, dats-driven "methods™ that _

(W) The staff compsetencies and skill sets thet ars

1 (2). There were 1o residents
/  directly affected by this deficiency.
(8) Plan of Correction for system

" changes and measures to prevent
recurrence,

The Administrator has obtzined
a template for the updated process
and will complete it accordingly. Al
- disciplines, residents, resident
represeniatives, and familiy
members will be representad in
development of this plan.

AND PLAN OF CORRECTION | PENTIFICATION NUMBER; A BULDING
: _ 41508 B.wiNG . u—
[ NAKIE OF PROVIDER OR SUPPLIER STREET ADDREES, GITY, STATE, 21 CODE
I _ 820 SOUTH BASH BTREST
| CRYSTAL LAKE REHABILITATION AND CARE CENTER PASCOAG, RI 02858 —_—
044y 1D RUMMARY STATEMENY OF DEFICIENCIES D PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY PREGEDED BY FULL PREFI EACH CORRECTWE ACTION SHOULD BE COMPLETION
TAG mmmm% [NFORMATION) ™e : X THEAFFROPRIATE | DA
F 838 | Gontinuad From page 14 F838; (1). Plan of correction for the
F 838 | Facliity Assessment F838] observation of the facility
$8=F | CFR{s): 483. 74X {3){b}1}c){1)(5) |- assessment.
The facility assessment was
§483.71 Facllily assessment. found to be incomplete according to | ;
Tha fecilly must conduct and document a the new guidefines and regulations. G/ 7/3_--

FORM CMS-2567(02-96) Previotis Verslons Obsolsle

Evant ID:ZMOGH

Facllty Iy 415080

" |fcontinuation shest Page 15 of 15
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DEPARTMEHT OF HEALTH AND HUMAN BERVICES

e

mmmwmwm
REGULATORY OR LSC DENTEVING IFORMATION)

L o b i e o g

F 838

| facilty, irichuding, but riot Emited to, aotivities énd

and vehicles;
| lament (medical and non- medical);
F%M"p.‘um n:nmg';xpulmempy

[lv) All parsonne), Including managats. nursing
| end other direct care eiaff (both employees and

: trahing andanymmpatendesmlaﬁedhmsudam

1 communily-based risk assessment, utiiizing an

1) Nursing home leadership and managemant,

Contitived From page 16
(V) Aty ethinit, culhara, or raliglous faciore that
Ariay potentially afféct tha care provided by the

food and nittriion services. -

§483.71(a)2) The faciy's: resources, including
buit not Emitad to the following:
(I}Aﬂ bulldinge amﬂor other physical structum

those who pfovide services under contraci), and
volunieers, as wall as their education and/or

(v) contmcts mammmdm of
ﬁﬁﬁﬁm%ﬁﬁﬁﬁmhﬁﬁﬁe
services or euipmant to the faciity during both
naymal operaﬁons and emd’genaas.

(vi) Haatthi inforimation technalogy resuumes.
such as systems for siscironically managing
patient records and elecironically sharing
infnrmahon with otier organtzations, -

§483.71(a)(3)-A faclity-bagad and

a{ihazards approach as requlred in §4B3.73(a)
¢

§ 483.71(b) In conducting the facilily assessment,
the faclfity must ensure:

§ 483.71(b){1) Active Involvement of the following
‘parficipants in the process:

FORM CMB-2507(02-96) Proviows Verskiss Obsclata -~ © . Evert ID:ZMoQit

Fechity 1D: 415099
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES

| SRS PLAN OF CORREETION BENTIFICATION NUMBER:

PRINTED: 04/22/2025
FORMAPPROVED

AN O PrONTDER OR BUPFIER
CRYSTAL LAKE REHABILITATION AND CARE GE“TER

M D
PREFIX
TAQ

" BLBBAARY STATEMENT OF nmmﬁs
mmﬂﬁvmmpﬂmwm
REGBULATORY OR LEC IDENTIFVING INFORIATION)

Fass

Gontinued From page 16
Including bt not mited to, a member of the
| governing bady, the medical director, en

(i} Divect cane staff, including but ot Emibed fo,
{RiNs, LPNsLVNs, iAs, and rapresentstives of

: »ﬂmdimtmstaﬁ lfapfdmbia
1(ilf) The faciiity must also solicit and conslder

input recelved from residents, resklent

| repressntedives, and famlly members,

| §483.71(c) The facllity must use this feciily

| 5483.71(c)(1) inform stefiing declslons to ensure
| that thera are a sufficlent number of staff with the
-| appropriate compatencies and skill sets

| identifiad through resident assessmants and

| 8483.74(c)(2) Consider spacific staffing needs for

1 resident poputation.

| staff,

-j :§493.71{c}{5) Inform contingency planning for
1 avents that do not requdre activation of the

edministrator, and the divector of nursing; and

assessmant for

necassary to care for ifs residents’ needs as
plans of care &g required In § 483.36(a)(3).

egch resident unit in the fecility and adjust as
necassary basad on changes to its resident
population,

§483.71(c){3) Consider specific staffing needs for
each shift, such as day, evening, night, and adjust
as necessary based on eny.changes o lts

§483.71{c){4) Develop and melntain a plan to
maximize rscnsitment and retention of diract care

facility'’s emergency pian, but do have the
potential to affect resldent care, such as, but not -
limited fo, the avallability of direct care nurse

#6’3;\](5&3@57&62&) Previcua Vorsons Obsolets Evant i 20001

Py ID: 416088

"If conflnuation sheet Page 17 of 19
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

' must be feviewed and updated as pecessary, and

“Faaclfity Asseasment” last Updatsd 3110!2025
| Adsessment:”

1 = Director of Nmnlng Services

- Diveitor of Environiriental Services
T<Medical Directer =~
-Involverfient of direct care staff Including, but not

.| Nurse, Nursing Assistant, or & representative of '
*| the direct care etaff, In the completion of tha

: ;FaciﬂtyAssessment.

Further review of the "Faclity Assesament” falléd |

| considered Input recelved from the residents,
; rasident representatives, and family members.

1 2, Review of the “Facllify Assessment* fafled fo _

s!amguruﬂzermumasnesdadmrm!dw
g;l‘is REQU!REMENT I natmataswidamad
Bmdanmmmmmﬂmm It has
mmtmmmmfmdh
document a faclity-vide assssement o _
determiine what fescurcas dre flecesssry i cire
forltsreﬂdanlsﬂmpelaanﬂyduﬁngboﬂl o
déj-fo-day operations and emergencies which
af least annually.

Findklgeamasfélm:'

B Rzao;ﬂmvlewmvedeﬁadomentﬂtlad
which revedled the following participants were
lmivedmﬂ!aomnpbﬁonoﬂhaf-'adﬂiy

~ Administrator

Record review falled fo reveal evidence of tha
limitad to, Registered Nurse, Licensed Practical

fo teveal evidenca that the facllity soficted and

HAME OF PROVIDER OR SUPPLIER BTHEET ADDRERS, CITY, BTATE, 2P GODE
P50 BOUTH MAW BYREET
cmrumnmumwmnmm N mmm . ;
ou):p " BUMMARY STRTENENT OF DEFICIERGIES. 0 mmwmnou 5L
mmmmsemmmm PREFD {EACH CORRECTVE ACTION SHOULD coubiBron
'rm ; mmmme&m TG . m«mcmmmsmmm . DAm ¢
F 838 | Contiiied From page 17 Fa3g

FORMCMSM(&MH}FmﬂousVembnﬁohme!a ' ' Evemucmn

" Faciity 10 416009 If continuation: sheat Paga 18 of 18
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PRINTED: 04/23/2025

DEPARTMENT OF HEALTH AND HUMAN BERVIGES FORM APPROVED
ERG FOR & MEDICAID SERVICES L OMB NO. 0938-0391
OF DEFICIENCIES e} B 002 MULTIPLE CONSTRUCTION 0C%) DATE SURVEY
AND PLAN OF CORRECTION ENTIRCATION NUMBER: A BULDING COM
445080 | BWNG e 0472025
NAME OF PROVIDER OR SUPPLER e - STREET ADORESS, GITY, STATE, ZIP CODE
GRYBTAL LAKE REHABILITATION AND CARE CENTER “““"‘:l"‘ms"ﬁ'
D BUNMARY STATEHENT OF DEFICIENCER R FROVIDERS PLAN OF CORRECTION pom
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX |  (EACHCORRECTIVEACTION SHOULD BE COVBLERON
tlrh REGULATORY OR 1,60 IDENTIFYING INFORMATION) TA3 |  CROSSREFERENCED 7O THEAPPROPRIATE oATE
o : DEFICIERCY)
F 836 | Conlinued From page 18 ‘ F 6838

‘teveal evidense that the facilily developed and
maintsined a plan to maximize recrultment and
_mtsntioa of divest cams siaff.

During a surveyor intarview on 4117/2025 &t 10:50

| AM, with the Administratos, she revealed that :
| dirsct care staff, rosidents, family, or resident

| representatives were not involvad in the
completion of the Faclily Asssssment. Furiher,
.she acknowledged that the Faciily Asssssmant
did rotinciude & plan fo maximize recruiment
‘and refentlon of direct cars stafl, per the
regulation.

. FORM CMG-256T{02-0) Freviods Versions Obsaleto EvenliD:ZMOQS{  FaclitytD: 415080 I cortinuallon shest Paga“ 16.F19
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PRINTED: 04/23/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . , - . OMB NO. 0938-0391
 STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUFPLIERIGLIA {¥2) MULTIPLE CONSTRUCTION © |y paTe SURVEY
"AND PLAN OF CORRECTION (DENTIFIGATION NUMBER: A BULDING .. COMPLETED
_ 415099 B. WING S _ , 5 0411612026
NAME OF PROVIDER OR SUPPLIER STREETADORESS, CITY, STATE, ZiP CODE |~
L . , _ 298 SOUTH WA STREET
GQYSTAL LAKE REHAB!LH‘AT!ON AND CARE CENTER - PASCO AG, RI 02889 o B
D SUMMARY STATEMENT OF DEFICIENCIES : m PROVIDER'S PLAN OF CORRECTION ' o5
FREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
AG REGULATORY OR LSC IDENTIFYING INFORMATION) T™We | cnoss—asfm%ag‘%;ﬂ (':I’nHEAPPROPRIATE tATE
E 000 | Initial Comments E 000
An Emergency Preparedness Survey was
conducted by the Center for Health Facllities and
Regulation on 4/14/2025. ‘The facility was found
to be In compliance with 42 CFR §483.73 related
fo Emergency Preparedness.
Capacity. 71 Census: 47
ABGRATORY DIREGTOR'S OR PROYIDERISUFPLIER REPRESENTATIVES SIGNATURE THLE ' B DATE

Any daficiency sta ent ending with an asteriak () denofes a deficlancy which the Institution may be excused from corecting praviding | s delemined that
other safeguards praslde sufficlent protection o tha patients. (See Instructions.) Except for nursing homes, tha findings stated above are disclosable 90 days
following the date of strvey whether or not a plan of cotraction ks provided. Far nursing homes, the above fincings and plans of correction are disclosabls 14
days foliowing the dats these documents are made avallable fo the facliity, if deficiéncias aro ciled, an approved pian of correction is reguisite t¢ continued
program participation,

FORM GMS-2657(02-98) Previous Versione Obeolsts " EventlD:ZMOQ21 Facity ID: 416099 If continuztion ehest Page 1 of 4
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(41D swmnvammmo#bspmsnmes . ID FROVIDERE FLAN OF CORREGTION g
FREEX (EACH DEFICIENGY MUST BE PHECEDED BY FULL FREFIX {HACH CORRECT IVE ACTION SHOULD 8E couBianion
REGULATORY GR LEC IGENTIFYING INFORMATION) 7Y CROSS-REFERENCED TO THE APPRUPRIATE oArE
Koo IN!TIAL COMMENTS KB00; This plan of correction is. submitted
- 1 as required under Federal and State
The annual Federal Life Safely Code survey was reguiations and statuses applicable
conducted by the State Survey Agency on 1 to long term care providers, This plan|
| 41152025, Crystal Lake Rehabiltation and Care - of correction does not constitite an
| Center was surveyed pursuant to the Natlonal ] admission of liability on the part of the
Fire Protection Assocition 101 Life Safety Code, |. facility and such liability is hereby
; 2012 Edition as referenced in 42 OFR 483.80 {a - I specifically denied. This submission
'| d) Physleal Efwironment \?g | of the plan of correction does not
: | constitute an agreement by the
,_ l.ifg Sagty Cods daficiencles were (dentifled - facility that the surveyor's findings
during the survey. 1 or conclusions are accurate, and the
- findings constitute deficiency or that :
g;mg Eu?ﬁ% compllance with al _ the spope or severify regarding any
| of the deficiencies cited are correctly
Capacity: 71 Census: 47 - applied.
K 211} Means of Egress - General - K2l

$8=F | CFR{s): NFPA 101

Maans of Egress - General

Alslss, passageways, corridors, exit discharges,
"wmmamesammmm
mcm?,mﬁhsmﬂnsufegmis
cortinucisly malntalned freé of all chetrucions to
full- use In case of emergency, unless imadified by

18/19.2.2 through 18/149.2.11.

18.2.4, 19.2.1, 7.1.101 i
This REQU?REMENT Iz niot met as evidenced
by.

Based on surveyor chesvation and staff
Intarviaw, it has been defermined thet tha facility
falléd to malntsin the means of égress fres of all
obistructions in casé of an emérgency in
accordance with National Fins Protection
Assoclation (NFPA) 101 2012 edition Chapter 7,
uniess modified by 19.2.2 twough 18.2.11,
19.2:1, 7.1.10.1, This daficlent practice has the
_ potantialtolrnpad4?of4? residanlsaswa!las

TE
g e uﬂth ok (5 dog = daiciericy which the It mA”b{\%mm ‘5-/7,6%83—
Sency stafemect 6iding aR & nohsn e ba od it is datn ’
clter safeguazds p e pmhdionhiha atiarits. {Sau instrucions.} mmMmu,memh;swﬁmﬁMk::m

mﬂmumamd&su{meyvmﬂmrwnusplanofwmdimhpmﬂm Farnm!nghomea.ﬂnabmﬁufmgsardphnsdmnmmdmam14
dawmhgm&:ﬁ&aﬂmsedmhmmademhhbhhhem If&ﬂdmshsamth&mappmdmwmnwhnhwmhmmm
program pariiaipstion
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899 SOUTH MAIN STREET

CRYSTAL LAKE REHABILITATION AND CARE CENTER PMAG. RI 02869

.CENTERS FOR MEDICARE & MEDICAID SERVICES _ _ _ . OMB NO. 0938-0391.-
STATEMENT.OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA () MULTIPLE CONSTRUGTION (X3) DATE SURVEY |
| AND PLAN OF cORRECTION IDENTIFICATION NUMBER: A BUILDING 04 » MAIN BUILDING 01 |~ cumpiETED
R . . Ms09s jBwWmNG e : 1 __0aMsi2025
 HAME OF PROVIDER OR. SUPPLIER o | STRSETARDRESS, CI7Y, STATE, ZiF GODE

The annual Federal Life Safety Code survey was
conducted by the State Survey Agency on
4/15/2025. Crystsl Lake Rehiabilitation and Care
{ Center was surveyed pursuant to the National |
Fire Protection Assodizition 101 Life Safety Code, |
2012 Edition as referenced in 42 CFR 483, EO(a-
d} thslca! Environment. 1.

Life Safety Code dsficlencies were identiled
during the survey.

The faciiity is HOT In compliance with alt
7 regtiations surveyed,

Capacty: 71 Census: 47

K211 Means of Egress - General - K211
58=F | CFR{g): NFPA 101

Means of Egress - General

Alsles, passagewnys, Gopridors, exit discharges,

| extit locations, and sccesses are In atcordance
with Chapter 7, arid the mgaris of egress Js
continuisly maintained frea of afl cbstruclions. to
fult uge In case of emergéncy, unless incdified by |
18/49.2.2 through 18/19.2.11.

16.2.1,19.2.1, 7.1.10.1

This REQUEREMENT iz not mat as evidenced
by.

1 Based on surveyor obsevation and staff

{ intarview, it has been determined that the faclity
' &Mhmmmmamemsdegmsfmofaﬂ
| obstructions in'casa of an

accordance with Naﬂonai Fire Pmtet:ﬂon

| Associaion {NFPA) 101 2012 edition Chapier 7,

| unless modified by 19,2.2 through 1821,
1921 7.1.10.1. Thhdaﬁcimtpracﬂeahasﬁa

, putential to Impact 47 of 47 residents as well as

I pamp SUMMARY ETATEMENT OF DEFICIENCIES 1D FROVIDER'S FLAN OF CORRECTION e
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY Ful. PREFIX {EAGH CORREGTIVEACTION SHOULD BE cougiarion |
A REGULATORY OR LEG IBENTIFYING INFORMATION] . TAB mmmg}enprmmm - bare
K 000 | INITIAL COMMENTS K 000

(ABBRATORY DIRECTONS OR PROVIDER SR IR AR AT S S ATOrE T E — o A

wdmmmemmmammdMammnmmMmmmmm«mwwmaummmm

mmmuwmmupmmmmpam (See instructions.) Except for nirsing homes, the findings statéd above are disciosabie 50 days.
mrfmmdmmwmm«m:psmofmmwmhpmm Fafnmsm;momss. abmﬁndhwandp!ansofcanaﬁonamdhcbnbhu
dawhwmdmmesadwmhmmadamﬂahhhmaﬁmy Hdaﬂden&amchd.anappmdahnofmmﬂmlsm%hwwnued
program pa n
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K 781
8&F

1 @n indeterminable number of st=ff and visitors,
| Findings are as follows:

_ appro:dmaielyﬂﬁ PM, in the presincs of the

| Director on 4/15/2025 at the time of the
 above-mentlstied observafion, he acknowledged

Review of NFPA 101 2012 edition states in part,
* . 18.2.4 Number of Means of Egress.

?Wamwmﬂ41 .1 8nd 7.4.1.3 through

19.2.4.2 Not less than iwo exits shall be provided
on every story.

19.2.4.3 Not fess than tw separats exis shall be |
accessible from every part of every story. :

7.1.10.1* General, Means of egress shallbe
contintiously maintalned freq of all obstructions or
mmlmmmummmmmam
or other smergency...”

Surveyor observation on 4/16/2025 at

Malitenance Di naveéhd that the hallway
mnmetahabmtaﬂonmbmﬂunrtoﬂwmdoor
hac;:’ consructiol euppfies and furmilure in the
path of

During a surveyor inlerview with the Maintenance

that fhare were constriction supplies and
fumniture n the path of egress.
Maintenarnce, Inspection & Testing - Doors
CFR(s) NFPA 101

: will monitor frequently for safety of
| 19:2.4.4 The number of means.of egress shall bs @ aur resicente oY d

‘| STATEMENT OF DEFICENCIES (1) PROVIDERSUPPLEERICLIA | (X2) MULTIPLE CONSTRUCTION. TE SURVEY

AND PLAN OF CORRECTION )IBENTEF!me NUMBER: ﬁmmmem-vmﬁrammms ot o) mmnersn
| 415089 jawwe — 04/15/2028

" NAME OF PRGVIDER OR GUPPLIER © || STRECTADDRESS,GRY, STATE. ZP COGE

_ ) . : _ $59 SOUTH MAIN STREET

FBYSTAL LAKE RE}{AB;LWMQN_@D CARE CENTER PASCOAG, RI 02859 o
A e W A RN, L
a0 PREFIX N SHOULD BE CORPLETION
I TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ORTE:
K211 Continued From pags 1 K24 (1). All items obstructing the exit

wers immediately removed by
maintenance.

(2). Maintenance will do daily

checks for continued compliance,
{3}, Signage will be made to ensure
‘compliance.

{4), The Administrator/ Designee

{1). The fire doors have all been
inspected per code and there were
no difficient doors noted

K781
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Fadly D:4f8008 " ifconlinuation ahest Pags 2074

e pa—— b———



DEPARTMENT OF HEALTH AND HUMAN SERVICES

ETATEMENT.OF DEFICIENSIES
AND FLAN OF CORRECTION

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/23/2025
FORM APPROVED
OMB.NO. 0838-0391

{X1) PROVIDER/SUPPLIERICLIA
DENTIRBATION NUMBER:

{42} MULTIPLE CONSTRUCTION
| A BUILDING DY - MAIN BLILDING 01

B.WING__

"10t3) DATE SURVEY
COMPLETED

041612025

RAME DF PROVISER G SUPPLIER
CRYSTAL LAKE REHABILITATION AND CARE CENTER

416099

STREET AGDRESS, GITY, STATE, ZIP GODE
5§89 EDUTH MAIN STREET

b |
TAQ |

" SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUSTBE P BY FU

L.
REGULATORY OR LEC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION om
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THEAFPRUPRIATE

BEFIGEENCY}

K781

-Fire doors azsemblies ars Ins

Non-rated deors, including corridor
‘patient rooms and smoke bamer doors, are
‘| routinely ingpected as part of the facility
{ maintsnanes program. .

[ that demonstrates ability,
'Wiilian records of Inspection arid testing are
{ maintained and ara avafiable for revisw.

the facllily falled to ensure that the emoke and fire-
| deors are being maintained in accordance with
1 the National Flre Protection Association (NFPA) -
1 101 Life Safely Cods, 2012 Editlon. This deficlent
'} practice could Impact 47 of 47 residants, as wel
{88 am Indeterminable number of staff and vistiors.

‘Recond review of NFPA 101 Lifs Safety Gods,
2012 Edition, states In part,

4" wa7.2.1.15.1* Where required by Chaptars 11

| through 43, the following door assembiles shall |
| be Inspected and tested not less than annually in

.} accordance with 7.2.1,15.2 through 7.2.1.15.8:

| (1) Door leaves equipped with panic hardwars or

Confinued From page 2

Maintenance, inspaction & Tesling - Doors

and tested
annually In accordance with NFPA 80, Standard
for Fire Doars and Other Opening Protectives.
doors i

Individuals performing the doorinepactions and

festing poasess knowladge, training or exparience

38.78, 8.3.3.1{LSC)

52 623 2DIONFPABD)

E!s REQUIREMENT Is not met as evidenced
Bésed on surveyor observation, staff interview,
and record review, it has been determined that

Findings are as follows:

fire evdt hardwara In accordancs with 7.2.1.7
{2) Door assemblies in exit enclosures
{3) Electrically controlled egress doors

(3) The Adrministrator will
approve this process and follow
up on the timeliness of the
inspections.

{(4). This will be added to the
QAPI program to be sure this is
done timely.

FORM GME-2687(02-86) Previcus Vimians Obsolelo

Evsnl K 210021

Faniily ID: 415082
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K 761 | Continued From page 3 K 761

{4) Door assemblies with epecial locking
ammengements subject lo 7.2.1.8..*

Record review of the smoke and fire door
-maintenance records on 4/1472025, falled o
reveal evidencs that the fire and smoke doors
were tested and inspacied annually, as required.

During & survayor interview with the Malntanance
Director on 4/15/2025 at 1:45 PM, he was unable
{0 provide evidence that the smoke and fire deors.

were being Inspectad and testsd annually, as
requlred.
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