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Tha seqvices provided of @mahged by the Tacility,
&5 oullined by the comprehensive care plan,
st
{i) Meat professional standards of quality,
This REQUIREMENT is nol met & svidencsd
by

Based on surveyor chaervation, recard reviaw,
and siafl intervinw, i hay been determined that
the Tacility failed to ensure that services being
provided meet professionsal standards of practics
for Z of 2 residents obsetved forwound care,
Resident 1D #s 33 and 77, 1 of 2 resitients
reviznved for the uiifization of a Freestyle Libre
sansor {a confinious glucese moniforing sysiam
that & designed to replacs finger sficks and
lessen the nescd for test strips for peogle with
digbetes), Resident D #20, 1 of 1 resident
reviewed Ror hand splints, Resident [0 #33, and 1
of 1 resident reviewed forthe use of a hat pack (a
pack that delivers heaf o relax the musde),
Resikdent 1D #103.

Resident #77

WD was immediately notified, wound
agsassad and order was changed to
1 x daily, :

Resident iD #33

KD was immediately nolifisd of ime
discrepancy. After wournd review order
was changed wash with Vashe to be
soaked for 1 minute.

DORY Designee conducted 14 day look
hack of current residenta with dressing
change orders to ensure that dressings
were being done per MD orders.

SDC designes reeducated all nursing
stafl on Policies for Dressing changes
and wound care, following #MD owders,
documentation and notification of MDY if
ordar not followed.
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valkify ofor existence of e slleged defionoict. 1192,
A secertification and complaint survey, ACTS sclaly becruse I 15 requifed by Federai and State
refarance numbers 9894 and 9BERZ, were e,
conductzd &t Riverview Heatthoars Commundty
Mursing Home on 12/30/2024 through Y32025 0 o
defermine compliance with 42 C.F R, Part 483, Received
reauirerments for Long Term Cars Fagilites. Hlate
lieenstire and emergency preparadness suveys AN 77 205
were also conducted ot this facilily.
Deficisncies were identifiad 2z a result of this
Survey. ) o
658 | Services Provided Meef Professional Standards F 858 F{g?f -.58?5;3 gam,;*‘;’eﬁ mest
33=E | CFR{s} 4832131 prolessional Skan
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an dhherdek () denctes a defciency which the ingliuiion ey he sissd fom

[

somrecting providing i = determined that

ethar safequands provide suficiant projssiion to e pstlents. (Hes nsfructions.} Except for nursing heinss. the firdings staled shoup are disciosable 80 days
toliowing the date of survey whather or not & plan uf comection is provided. For rutsing bomes, e dovs Rrdings amd plans of corection are distiosable 14
days following the dats hess documents ams made avsiable to the facilty. i deficiencies ars colted, an approved plan of comeclion & requisie fo continued
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Findings sre as follows: Linit managers will conduct a weekly
sudit of residents with m‘ffsrs fs:;irgsisinl%
; = changes to ensure compliance. Audit wi
1. Recotd review for Resident B #?‘? rfaveaied b6 reviewed by DON/ADON and wil
that she was readmilted fo the facikly In randomly, in person, audit 2 residents
December of 2624 with diagnoses including, buf weskly. '
et firnited fo, Methiclin Resistant
Staphylococcus Aurcus (MREA, an antibiolic
ragistant infection) and type 2 disbstes mallitus, BON! Designes will submit sudit findings
to QAPI committes for review monthly for
Raview of the care plan revealed that the resident & mm‘?;‘tg’ °§;i3 mgsﬂhs. The Qﬁé’;‘;
has bilaters] foot wourds with an intervention to m&:mbﬁ G}“:ugﬁﬁg”foﬁ i
administer mmlenig, 8% ordered. mpﬁﬁ Ace has heon achieved and
. mairntained.
Reotd raview revesled that Resident (D &7 had
increased drainage to hisfer left oot on 4 Resident ID # 20
12/23/2024 and the physiziah was contested, ’X . ) \
Additionally, an order was obtained to complete B | MD e mmediatey potified and gave
the wound dressing to the resident's left foot \ % oraers for bfgf;g eﬁ%‘%‘% Syt o
unds twice a day. 9 .
woln ¥ PRN. Orders siso placed for ohservation
. . o of signs and symptoms of infection at
Review of the residaiil's Mintmum Rata Sst sight of sensor, and to check to ensure
Assessment dated 11/8/2024 revesled a Brief davice was working properly. 1/2/2025
hental Staws seore of 15 out of 15, indicating
intact cogniion. DON/ Designees conducied a 14 day look
o of alf diabetic rasidents io ensurs
Review of the December 2024 Treaiment that if they had a Fressiyle Libre sensor
Administration Record (TAR) revealed the wound there were orders for the device, when to
dressing was not changed twice a day per the change sensar, checking for signs and
physician's order on 12/24/2024, 12/29/2024 and sympioms of infection and 1o ensure
133077024, device is working properly. 1432025
During a sutveyor observation ard interview on .
12/31/2024 at spproximately 11:00 AM with e e ot | 171072025
Manager, Staff D, the lefi fool dressing was dated Education also included Freestyle Libre
123072004 with the Initials of LPN, Staff U Stafl device information on when to change,
G and D revesled, Staff U worked the first shift on looking for signs and symptoma of infectior]
12/30/2024, indicating that this dressing was not and wlgét gx do ;ff:;ﬂce isn't working
changed on 12/30/2024 on the second shift, as propedy. Lompie
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orderad. Additionally, during this observation, the
dressing had dried drainage on the outside of the
dressing.

During & strveyer inferview on 12/31/2024 at
approximately 11:00 AM during the dressing
change with Resident 1D #77, the resident
revealed fo the sutveyor Bhat his/her dressing
should be changed iwice a day and that it has not
been.

Daring & surveyer interview on 1272025 at 1:21
PM with Nurse Praciitioner, Staff B, she revealed
that she would expect the dressing o be changed
twice a day, per the physician’s order.

During & surveyor interview on V22025 2t 1131
PM with the Director of Nursing Services (DNE},
sha revealed that she would expect the dressing
to have baen completad twice a day, perthe
physician's order. Additionally, sha was unghblz to
provide svidence that the physiclan's order was
followed on 1272472024 12/28/2024 and
12/30/2624.

7 Record review revesied Resident ID #33 was
admitted to the facity in Novernber of 2012 with.
a diagnosis inchding, but not Bmited to. persistent
vegetative state.

Reviesy of the care plan revealed thet the resident
has o stege 4 pressure ulcer (the most severe
stage, with fullthickness fissue loss and exposed
bone or muscle) & hisfher coccyx (faifione] with
an intervention to edimirsster ireatments, az
ardered.

Review of a physiian's order dated 12/19/2024
revealed to wash hisfher cocoyx wound with

for resolution of audits once sonsistent
\ %g complianca has heen achisved and

Unit managers will Conduct 2 weeldy
audit of all diabatic Residents with a Fres
Style filsre devica 1o ensure the Resident has
the correct order, that the skin is belng
cherked for 5/5 of infection and it is being
changed (& 14 days per orders. DON/
Designee will condudd random audits of
residetts on Freesiyle Libre device to
enstire thers are owders in plece, Fora
minimum of 2 months or longer until
sufficient complianca Is achisved.

DON/ Designes will submit audit findings
o QAP cormmittes for review monthly wor
a minimem of 3 monthe, The QAPL
commiites will make recommendations

maintzined |
Resident D # 33
SaffIDF

Resting hand splints immedisiely apphed.
MD nofified. 122025

DORN/Designee conducied 3 14 day look
hack of all residents identified with having
ordersicare plans for splinds 1o ensura
that staff wera following orders for sphnts _
{o be opfofl per MD orders, 113025

SDCDesighee reeducated all nursing
elaif on the imporisncs of splints, following
WD orders and the use of therapy for
spdint evaluation. 102025
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vashe fwound clesnasr) and adlow it o soak for 3 _ , , .
minutes, foliowed by silvagel and calcium siginate Unit Managers will conduct 3 dally audit
with sitver (wound freatments) followed by & of residents that are uilizing splints to
o i bya ensure that they are enfoif the residents
siticone borderad gauze {wound dressing), twice ot the sorrect time. DOM/Designes will
daily. conduct & weekly random audit of at least
2 residents with orders for splints for a
During a surveyor ohservation of the resident's minieaum of 3 months to ensure compliance.
wound reaiivent on 12/3172024 st 11:38 A, with IDON/ Designee will submit audit findings
LPK, Sﬁ"g‘ Shf ‘i’igg observed 1 soak ihe %o QAP committes for review monthiy or a
wound with vashe for approximately 2 minutes, iminimum of 3 morths. The QAP cormmitte
instead of allowing the vashe to sosk for 5 will make recommendations for reselution
roinutes, a8 ordened of audits once consistent compliance has
K ihaen schioved and maintained.
During a surveyor interview following the H”\ .
above-observation with Staff A, she would not 4 {Resident ID #103
acknovdedye that did she not follow the order, 7 Staff G
Further record review ravealed that the resident is {\W CMT, Staff G, was immediately reeducated
followed by a wound physician for hisfher cocoyx reganding applying hot packs and following
wound. Additionally, the wound was Teevaluated D orders. A Rhode lsland state approved
on 17142025 vith recammendations o continug CMT evaluation was performed with staff G
with the S-minute soak of vashe, o 14132025, A skin svaluation was
iperformed on resident revealing no redness
During a8 surveyor interview on 1122025 at 1710 O uries. 1213172024
P with tie Nurse Practitioner, S1a§ B, sha DON/Designee conducied an auit of all
incficater that she would expect thal staif would residents Sith orders for Hot Packe, All hot
follow the physician order and aliow the wound 1o packs will now ba adminjstered by licensed]
soak with vaste for the full 5 minutes, nurses only, 14312025,
Dused infarn 11242 1:24
Urng a SUn/eyor Iariew on 025 =t SDC/Designee resdusated licensed
P Wﬁf‘ eﬁnﬁi Sf;ie mﬂfa ted E‘;at s?e w;:ld nurses and CMT's regarding new change
expect the sta ow the physician's arder. on who will be administering Hot Packs. | 1/15/2025
3, Record review revesied Rasidont 113 820 was Unit Kz ;
s e agers will conduct weekly random
readmitied i the faclity in Navember of 2024 audits of residents with Hot Pack orders to
with diagnoses incfuding, but hot limited to, pe 2 mnsure treatment orders are followed
disheiss, and chronic Kidney diseass, bwithin e midicated onder iimeas.
Durireg & sirveyer ohsarvatinn and interview on
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1122025 =t approdmately 12:00 PH, the resident
was obsarved 1 have 2 freestyle libre2 systam
placad on hisfher upper pasterior (back) left am.
The resident indicatad that # is used dally io
check hisfher blood glucosa,

Recond review of the physician's orders Tailed ©
reveal an order for the freeshyle bre2, how offen
i change the device, or to moniior for sny
complications such as, infection or i the device is
pot working.

Record review of e cane plan failed to reveal the
use of the freesfyle fibre2 as the method of
gicase {blood sugar) monloring or any
terventions fo mitigsie rsk,

Buring 2 surveyer infenview on 22025 8
approximatefy 3:00 PW with the Assistant Direcior
of Nursing Services, she acknowlsdged that the
resident was uiflizing a freestyle libre2 sensor for
glusose monitoring and that theye was no
physician's order of acare plen In place.

4, Record review revealed Residant 1D ¥33 was
atiriited to the facility in November of 2012 with

a diagnosts inciuding, but nol limited b, persistent
vegelstive staie.

Review of 2 physician’s order dated 81472024
=vesled an order io apply msting hand spliinis o
bofh hands with moming care and remove them
during svening cere, dally.

Surveyor observations revealed the resident was
without either hend splint in place or the following
dates and fimex

~1273002024 =t 11210 AM
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DON/ Designee will submit audit findings
1o QAR commitiee for review morily for
2 minimum of 3 months, The GAPT
committiee will make recommendstions
for rexclition of audits once consistent
cornplianca has been achieved and
mainizined.
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“f2faq12024 at 1138 AM
SAR2R0E5 st Tt AWM and 1134 AM

During a surveyor interview foflowing the above
ohsarvalion on 1272025 af 11:34 AM with Nursing
Assistant {NA), Staff F, he acknowledged that the
residant was nnt wearing either hand splint. Ha
revealed that he was e HA assigned 1o histher
care that roening and revealed that he had
slresady compigted hisfher moming care, Further,
ha ascinowiedged that both hand splinks were
observed on the nightstand and revealed that he
was unsure if the resisent viiizes them.

During a surveyor interview on 12272028 at 11:37
AM with the LPN, Staff A, she revealad that the
resident wears hand splints dafly and that they
shouid be on,

During a surveyer interview on 17272025 al 1:21
PM with fie DNS, she revezled that she woold
expact the staff b follow the physician's order.

$. Record review reveaied Resident ID #103 was
admitted 10 the facifity in Febnuary of 2021 with
diagnosss including, buf not imited to, ype 2
digbates and pain.

Record review of a physiclen's order dated
1210/2024 reveated 10 apply a hot pack for 18
rinuies, as neaded every 8 hours, for back pain,

During the Medication Administration Task on
142025 at 10:20 AM with the CeriBad
Medication Techniclan, Staff G, she was
oheerved applving the hot pack to the resident's
back.

During furthet observation on 1/2/2025 at 12:07

F8s8
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P4, Staff G was observed entering the resident's
roor whese she ramoved the hot pack from the
resident’s back, which was approximately two
haurs fater.

Buring & surveyor interview with Staff G following
the remaval of the hot pack, she indicaled that
she placed the hot pack on the resident's hank at
10:20 AM and that she does nol know bow long
the hot pack was supposed to be appied for

During & survevor intenvisw on 1/3/2085 at
approvametely 11:00 AM with the Direclor of
Hursing Services, she indicated that she would
expect the staff to follow the physician's order.
Free of Accident Harards!Supsrvision/Devices
CFRIs): 483.25(d(1)2)

§483.250d] Accidents.

The faciiity must ensure that -

5483 25(d){1) The resident environment remaires
as free of acoident hazards &5 is possible;, and

§483 25(d)2\Each resident receives adequate
supefvision and assistancs devices fo prevert
seshdents.

This REQUIREMENT s not et 28 evidenced

oy

Based on record review, survayor obeervation,
and =iaff inferview, 1 has been defermined that
the faciity faBed tp ensure that 2 resident is
provided assistive devices 1o prevent accidents
relative o smoking for 1 of 1 resident reviewet,
Rusident 10 £#41.

Findings are as follows:

Review of a faciiity policy revealad that a sinoking

F&38

Fass

o
Lk

F 689 accidents and incidents
Resident ID #41

Crdar placed for resident to use Smoking
Apron during all stoking breaks. Resident
aducated to smoking policy and use of
smoking apron during smoking breaks.
Quearterly smoking evalualion completed
on 1114/2025

DON/Designea conducfed an audit of
current smokers in the building to ensure
hat the orders and care plans were
updated to include recommendations per
=moking svaluation and 10 ensure resident
=snd staff have access {0 any accessones
nesded per smoking evaluation.

BDC/Designee reeducated o staf that
jara involved in resident smoke bregks on
icompliance with safaty for smokers during
srmoke breaks snd the use of smoking
accessones por speoific resident smoking
evaluatihCP,

110fE025
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assessment will be completed upan admission, IDON/Designes will conduct random audits
quarterly, and when a resident chooses to change of cumm”gm e ors ot smoka breaks fo

their smoking decision. Additionatly, it reveals that ensure compliante with smoking

the resident must he drassed appropriately per - evaluation, orders and Care plans, fora
the care plan. minimun oF 3 months to ensbre compliance.

q( DO/ Designes will subimil sudit findings
to QAP commities for review monthly fot
a minimum of 3 months. The OAPI

Revord review revesled that the resident was \
admittsd 1o the facility in April of 2023 with \\?'5
diagnoses including, but not imited o, traumatic | | " ) |
i v, e N ! committes will make recommendations
brain injury, schizoaffective disorder, and for sesoltion of audits once comsistent
epiepsy. sompliance has been achieved and

eraintained
Review of a8 Smoking Evaluston dated
40/15/2024 ravealed that the resident cliizes &
smoking apron.

Revizw of @ care plan dated 1071412024 revealed
it the resident iz 2 smoker with an infsrvention
including, but not fmited o, she is able fo sincke
safely with & smoking spron in place et imes.
Further review falled to noveal evidence when a
smoking apron woulkd nesd to te applied.

Dwrring a surveyor obesrvation on 2/2025 at
40:38 A in the presence of Registered Nurse
{RN), Staff H, of the resident smaking, sfthe was
mot weating & simoking apron. Buring fhe
ohservation the ashes rom the residerd's
cigaratie were ohserved to be landing on hisfher
pziama pants,

During a surveyor intenizw immediafely following
the above observation with Skaff H, he
scknowledged that the resident was not wearing
a sraaking apron and that the eshas had bean
lanting on higlher pajiama panis, Additionally,
Staff H acknowledged that the resident’s cars
plan maveaied s/he is able to emoks safely with 2
smoking apron at times. Staff H, indicated they

FOR CHB 2557 {89 Previaus, Versiona Dhenlein Evest D:OBE01 Faclity iz 417082 i continustion shest Page §af20
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were not aware of when the resident should wear
2 smoking spron.
During a surveyor interview on 1/2/202% at 71:08
A with the Assisiant Director of Nursing she
acknowledged that the resident's smoking
assessnent revasisd !iat s/he should be utilizing
a smuking apion.
record review ravealed an order was put In place
on 1/2/2025 to uiilize a smoking apron with all
smoking breaks after t wes broughtlothe
faddiiy's attention by the surveyar
During a surveyor inierview on 1/2(2026 at 11:20
AM wAth the Director of Nursing Services {BNS)
ehe acknowledyed thal fhe care plan and the
most recent shoking assassment ravealed tha
reaident should be uliizing e smoking apron, The
DN further reveated that the residert ceflises
e of the smoking apron at times but was wnable
fo provide evidencs of the refusals.
# 812 | Food Procurement Store/Prepars/Serve-Sanitary 812 F 812
s8=f | CFRIs): 483600 1)(2)
Cin 12430425 Dietary Alde # and Cook #4
£483.60() Food safely requirements. were educated on the spot when Surveyor
The faeility must - identified non-compliante with Food Code
2-48@{11 rﬁ%ﬁﬁgng 5;1 Eionpmg siti‘ga{g
. guard immediately following. ietaty
§483.5005(7) me::dfe{aﬁ from smrcf;:d eral % amployees have since been educated
approved or considerad satistactory by , \ and a monitoring system s in place to be
siate o local authorties. ) a’g discussed at Qapi mesting.
{1} This may include food tems obiaited directly \\ A
from locsl producers, subject o applicable Site As weil, the Air Gap on NS was
and iocal laws or regifafions. rdepﬂﬁad on 172125 and immediately r
(it} This provision does not prohibit or pravent aciified. All employees were educaied
facilifies from usin ~ i fanibs ahout the airgap regulation.  Both of these
g produss grown in faciiy hod
. it h . aress have boen added to auditing system
gardens, subject to compiiance with applicable and being reporiad upon by the Food Servige
s . . g Tep P Y
safe growing and foad-handiing practices. Diractor or Designes during Oapi mestings
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Continued From page 8
() This provision does not preclude rasidenis
from sonsuming foods not procursd by the facility,

§483.60(){2) - Store, prepare, disitibute and
serve food in accordance with professions]
standards for food service safaly.

This REQUIREMENT is not met a5 evidenced
by:

Based on surveyor chseryation, record review,
and staff interview, it uas been detenmined that
the facility faifed to store, prepare, disiribute, and
saive food in acoormdance with professional
standards for focd senvice safely relafive to e
it kiichen 2nd 1 of 2 ice machines observed
withou! an air gap (gep betwesn the water supply
inizt and the flond leve! tim of the plumbing
Hatured,

Findings are a3 follows!

t. Review of the Rhode Island Food Code 2018
Ediion 2-402.11, skades in part...food employess
shall wear kalt restraints, beard resfraints thatare
designed and worn o effectively keep their hair
from contaciing sxposed food..”

During 3 surveyer observation of the main Kichen
on 1273002024 ot approximately 5125 AM, Distary
Adde, Staff|, and ook, Btalf J, were observed
with full facial hair and nof wearing & beard
tzstraint white in the main kilchen. Addifionally,
Staff J was obsarved plaling the breakfast meal
for tie residants,

During a surveyot interview following the above

gbservaiion on 12/30/2024 with the Food Ssrvice
Diractor {FSD), she acknowledged that Staff | an
J were not wesring a beard resiraint, a5 required.

¥ B12
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2 Review of the Rhode Island Food Cods 2018
Edition 5-202.13 states in part, "...An air gap
betwesn the watsr supply inlet and the floed level
rim of the PLURMBING FIXTURE, EQUIPMENT,
or non FODD EQUPMENT shall be at least wice
he dizmeter of the water supply intet and may not
e jeeg than 25men fmtlimeter] {1 inch).”

Doring a surveyor ohservation of the firet-floor
kitchanstts on 122025 af 11:08 AM with the
Director of Maintanance in the presence of the
FSD, revesled an ioa maching without an air gap.

During a surveyor interview divectly following the
ghove absarvation with the FSD, she
acknowledged that the jce machine faled to have
an air gap as outlined in the Rhode Istand Food
Coda,

Infection Prevention & Confrol
CFRisk 483.808(a)1 KZAHe M

§483.80 Infection Cuntral

The facility rust establish and malntsin an
infeciion prevention and confrol program
designed to provide 3 safe, sanitary and
comfortable snvirenment and o help preverd the
development and transmission of sommunicable
digsases and infections.

5483.80(a) Infection preventon and control
pIOgra.

The facility must establish an infection prevention
sl control program (IPCP) that must include, at
& minimurm, the following slemeanis:

£483 80{2){1) A system for preventing, identlfying,
reporting, investigating, and controfing infections
and communicatle diseases for ali residents,

Fal12

F 830| F 880 Infection Prevention and Control

ResidentiD#77

Staff P was inmediately reeducabed
regarding PG Precautions guidelines.

gé Resident ID # 153

Staff C was immediately resducated
regarding 1€P Precaulions guidelines.

Resident 10 #330

Staff O was immediately readucated
reganding ICP Presautions guidelines.

TE;“SD!.’—?HEA-E
1213072024

123002024
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staff, volynteers, visitors, and ofher individuals Resident 1D # 330
praviding services undsr a confraciual Staff B was immediate]
o ] y readucaled
arrangement based upon the faciiily assessment ardding ICP Presautions Guidalines. 12/3172024]
conducted acearding to §483.71 and following regarding | sautions Guidsiines 3120
acoanfed national standards, Resident 1D # 330
§483 80(2)(?) Wiitten standards, policies, and Staff 8 was immediately reeducated
gmgi @,{gs;ﬂ]e s rds, poicies, an: o @ , regarding ICP Precautions Guidefines.  112/31/2024]
but mre not imited & p
{i) A system of surveiliance designed ta ideniify (y% Resident ID# 332
passible communicable diseases oF Staff T was immediately resducated
infections before thay can spread o ofher \ ,a regarding 1CP Precautions Guidelines. 123172024
parsonz in the facility;
{ii} When and to whom possibie incidents of SBGAPC Resducated all staff on
eommunicable disease or infections should ba Enhanced, Contact, Droplet and airborne
precsutions 11872025

{itf; Stapdand and transmission-based precavtions
i3 be fellowed 1o prevent spread of infections;
{iv)\When and how isolation showd be used fora
resident: including bul not imited o

{A) The type and duration of the isolation,
depending upon the infectious agent or organism
irvolyed, and

{B) A requirerient that e isolafion should be fhe
least resirictive possbie for the resident under the
clircumshancss,

£/ The circumstances under which the facilty
it prohibit employees with a communicable
pisensa of infected skin lesions from direct
contact with residents or thelr foed, if direct
eontact will transmit the diseass; and

{vi}The hand hygiere procedurss fo be feliowed
by staff involved in direct resident contact

§483.80(=)(4) A system for recording incidents
identified under fhe fachity's IPCP and the
corrective actions taken by the fadilily.

nGHDesignes will conduct weekly
randam audits, on the floors, of stalf using
PPE to ensure continued compliance.
DO Designee will submit audit findings
t0 GAPI sommities Tor review monthly
for a minimum of 3 months, The QAPI

commitiee will make recommendations for

rasalsfion of audis once consistent
compliance has been achieved and
maintained.
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£483 80{=) Linehe.

Parennnel must handle, store, process, and
transport linens so as fo prevent the spread of
irdecdion. :

$483 80{T} Annual review.

The facility will conduct an annual review of iis
POP and updite their program, as necsssary.
This REQUIREMENT &5 not met as evidencad
by

Based oh surveyor oheervation, record review,
and staff intenisw, | fag been defermined that
the fadility failed to maintain an infection
prevention and comtrol progiam 1o help prevent
fhe fransmission of communiceble diseases and
infactions, ralative to contact precautions {3 ype
of precaution uffiized when a resident is known of
suspecied 1o be infected with g Multidrug
Resistant Organism, MDRO, that can be
transmithed by direct contact with the residentor
Indirent contact with environmenial surfaces n
ihe resident's room) for 4 of 4 residents obseived
{or nontact precautions, Resident ID#s 77, 183,
330, and 332

Findings are as follows:

Review of a Tacility policy tited
“solafion-Categories of Transmission-Based
Precautions” revesled in part, "Contast
precaufions...stei and visitors wear gioves
{clean, non-sterile) when entering the reom_ Stafl
snvd visitors waar a disposable gown upon
entering the room and remove before laaving the
reom and avoid touching potential contaminated
surfsnes with clofhing afier gown renyved..”

1. Record review for Resident il #77 revesled
that s/he was readmitfed o the iy

F 880
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December of 2024 with diagnoses including, but Unit managers will conduct a weekly
not limied 1o, Methicllin Hegistant . audit of residents with orders for drassing
Staphylococcus Aureus (MRSA, an MDRO} and changes to ensure compliance. Audit will
fype 2 dizbefes mefiius. he reviewed by DONADON and will
randomly, in person, audit 2 residents
Recond review reveslad That the resident has weekly.
wolnds to higher bilateral fzet
. .. DON/ Designes will submit audit findings
Record review Tevealed a physiclan's onder dated to QAPE commities for review monthly for
131213024 for contact precaufions for MRSA In a minieum of 3 months, The QAP
the wourds, corminittes will make recommendations
for resolution of audits once songistent
Review of the signage posted outside of the campliance has been achteved and
resident's room on 1273072024 revealed {he 7‘( R
f&s%deﬁ’{ was on contact pracautions aad \ Rasidant D # 20
indicated to wear a gown and gloves priof fo \}fb
raGm entry. \ MD was immedistely nolified and gave
orders for Freestyle Libie System | for 17212025
During a surveyor observation on 12/30/2024 at sensor 1o be changed Q 2 weeks and
1204 P evesied Nursing Assiian, St P PRI Ordere aoo placed o obgoratlon
erter Resident 10 #77°s room withoul wearing 2 sight of sensor, a?‘n:i 1o check o ensure
gown and gloves prier lo entering the room. device was working properly. {P005
During a surveyor interview immediately following
the ahove menBoned observation, Staff P ES?;{H ?egignees, beﬁmdédeg a 14 day look
acknowiedged the signage oculside of Resident 1D Gk of all diabetic rasiients 1o ensure
#iTs rmmgand that she%ailad {0 wear a gown that if they had & Fréestyle Libre sansor
s tioves prior to sntering fhe roam there were orders for the device, when to
g pricr g . change sensor, checking for signs and
. symptoms of infection and fo ensure )
2. Record review for Resident 1D #153 revesled device is working properny. 113/2025
st e/he was admiited to the feciity in June of
2024 with & dizgnosis including, but not limited 0, .
MRSA. SO Designee re-educated all currsm
nurses on orler transecription and
Record review revealed a physician's order dafed B iaton als6 inoluded Freestye Libre
12/5/2024 Tor contact precautions for MRSA IR device information on when to change,
the msident's urine. looking for signs and symploms of infection
and what to do if device isn't working
Raview of signage posted outside ofthe properly. Completed
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resient's room on 12/3V2024 reveslsd the
regident was on contast precaufions and
indicated o wear a gown and gloves griorto
entering the room,

During = surveyor obsarvation on 12/30/2024 &t
§0:34 AM revealed Licensed Pracical Hursa,
Siaff C, enter Resident 1D £1563's room without
wearing a gown or glves prior to enfering the
togm,

During 2 surveyar intervisw immediately following
the above menfoned obssrvation, Sif O,
acknowledged the signage posted oufside of
Resident ID#153's room and that she fafled i
wear a gown and glaves prior fo entering the
O,

3, Record ravieww for Resident 10 #330 revesled
that s/he was admitted fo the facility i Decembey
of 2024 with a diaghosis including, but not lisniked
10, Extendod-spectrum befe-laciamases (ESEE,
an MIROY.

Recard review revealad a physickan's order dated
12102024 for contact precautions for ESBL In
the msident's uine.

Review of #a signage posted ouiside of the
resident's room on 123002024 and 1273172024
revesled the resident was on contact precatfions
and ndicated fo wear a gown and gloves pries lo
eptering the room

During 2 surveyor ohservation on 1273012024 at
12:08 PM revesied Maintenance Siaff, Siaff (4,
endar Resident ID#330's room without wearng &
gown priot to eniering the room and remeved the
resident’s maliress from hisfher bed.
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Diring & sunvayor nierview immedistely following
the above menfioned obeervation, Siaff
acknowledged the signage pasted oulside of
Resident 1D #330's room and that he falfed o
wear 8 gown prior to entaring the room.

During & surveyor chaervation on 12/3172024 at
10:45 AM revedled an Cooupslional Therapist,
Staff R, eniar Resident 1D #330' room withowt
wearing gown ar gloves priot te eatering the room
and placed her laptop on the resident’s dresserin
hisfher room.

During a surveyor interview immediiely following
the above menfiened ohearvation, Saff R
acknowledged the signage posted oulside of
Resident 1D #330°s room but thoughi that it was
only for dirsct contact and not upen room entry.

During 8 surveyor chservation on 12/31/2024 at
11:008 AN reveatsd Activity Alde, Siaff S, enler
Resident 1D #330's room without wesring & gown
of gloves prioe 1o anering the room,

Criring 3 surveyor interview immediaiely oliowing
the above mentioned observation, 318l 8
acknowiedned the siinage posted oulside of
Resident 1D #330's room and that she failed o
wear g gown and gloves prior to entering the
e

&. Record review for Resklent 1D #3382 revealed
fhat sfhe was admitted to the Tadity in Decsmber
of 2024 with a dizgnosis cluding, but not limited
to, MREA,

Record review revealed & physiian's order dated
{2/24/2024 for contact pracautions for MESA In

FORM CRE5-208 710290 Presdous Verslens Chsokde: Event B DECOT Fauchity B 215552 1 contnuation shest Page 16 of 20




PRINTED: Gu08L025

DEPARTWENT OF HEAILTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVICES DHME NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDERIBUPPLIERICLLY (X2 WULTIPLE CONSTRUCTION £%3) DATE SURVEY
AHD FLAR OF GORRECHON {DENTIFICATION BIBMEER: A BUILDING COMPLETED
415082 B. NG, MiB2i2025
NAHIE OF FROVIDER OR SUPHLIER STREET ADDRESS, CITY, STATE, 2P COOE
545 MAIN STRERT
RIVERVIEW HEEL?HG%F%E CORMUNITY COVENTRY, RI 62616
(6} 1D ELMMARY STATEMENT OF DEFIGENGIES I PROVITER'S PLAN OF CORRECTION )
PREFTX {EACH DEFICIENCY MUST BE PREZEDER BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CAMPLETION
TG | | REGUAATORY OR L5C IDENTIFYVING MFORMATION) TAS CROSS-REFERENCED TO THE APPROFRISTE CATE
DEFIIENGY)
F B8T| Confinued From page 16 F 880

the resident’s nares.

Review of signage posted culside of the
resident’s rott o 123072024 and 1213172024
revealed the resident was on contact pracautions
and indicated o wear gloves and 3 gown prior fo
entaring the room.

During a surveyor chesrvation on 12312024 &t
1048 AW revealed Ceriified Occupational
Therapy Assistant, Staff T, enter Resident 1D
#332's room Without wearing & gown of gives
pior fo entering the room.

During a suiveyor inferview immediately foliowing
the above mentioned cheervation, Staff T
scknowiedged the signege posted outside of
Resdent 1D #332% room but thought that § was
only for direct contast ard not upen room endry.

Druring 2 surveyor inferview with the Infection
Praventionist on 1/2/2025 at 355 AM, she @
reveated that she wonld evpect slsff i puton a

gown and gloves prior to entering a residat's \
room who is on contact precautions. lq’}
During = survever intaniew on 12312024 at 2224
BM with the Director of Nursing Services and the
Administrator, they reveaied ey would expect
staff fo put on & gown and gloves prior to entering
a rasident's room who is on contact precautions.
F 919| Resident Gall System F5ig|Fgtg

88<F | CFR(s): 483.90(g}(1)(2
(s}: 483.90(g}(1)2) There were no noted ill effects to any of

§483.90{g) Residant Cali System the residents as & result of the current
The facility must be adequately equipped to allow system.

residents fo call for staff assistance wough a
cormunication zysiem which relays the call

FOthE CRER-BSET (1299} Previcus Versions: Obsolste Sueed IR DECOH Faniliy iDc $15052 if confinuation shaet Page 17 of 20
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directly 1o a staff membaer of to & cenivalized steff
work ares from-

§483 90{g}{ 1} Each residenl’s bedgide; and
543 B0(aH?) Tollel and bathing faciliies.

This RECLIREMENT is nol mat a2 evidenosd
by .
Hased on surveyor cheervation, record review,
staff and resident interview, it has been
determined that the feollity fatied o be adequaialy
anuipped to allew residents fo call for staf
assistance through a communication system
which relays the call directly to 3 staff member or
o a centralized staff work area & 3 of 3 floors
ohserved.

Findings are as followa:

[aying the resident councll task completad on
123112024 at approvimetely 1.60 PM mulliple
residents complained of walting for kng pedods
of time for thedr ozl lights to be answered dus
tha staff 1o longer carrying walkle talkles,

Duritg surveyor observations of al the unifs from
12130/2024 to 1732025, revealed hat not 2it
rasident rooms’ call lights are visihle from the
nurse’s station.

During a surveyor observation of the first floor on
14372028 at approximately 10:20 AN, meveated
fights ahove tha resident doors signafing a cali
tiaht had heen sngaged. Further observafion
fafled {0 revesd that e call light relayed the =il
directly to staff mambers of to a ceniralized staff
work sréa.

During a survayor interview on 1732025 & 1029
AM with Licensad Practical Nurse (LPN), Stafi K,

All Residents were assessed for thelr
abifity fo use the cail light system. Those
ithet were able 0 demonsirats this ability
were given frzndbeile, All amployees were
aducated about the need to respond fo
handbells, continuously round on residents
who do not have the ability to ullize any
forrmn of notification system. This is being
documented for all those anable to utilize
handbells.

ANYTECH has boen contracled to install a
building wide system that will hoth directly
notily direct care workers as well as have
& centralized notification response area.

During the most recent Resident Councl
there were no concems relayed related to
call Hghls or respanse tines.

Moniforing vig random audits will ba done
weekly by Administrator of Designes with
results reporfed during QAP meetings
untif 3 or mors imerdhs of succassiul
completion.
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sha revealed that previously the call ights would
communicate with walkie talkies camied by the
Nursing Assistants {NA) but that they no longer
work. Addifionally, she acknowledged fhat the calt
fluhts do not cal directly io a stalf memberorfo a
centrafized staff work arsa,

Diring & sUrveyor interview on 132025 at 1033
AR with Unit Manager, Staif D, she revealed that
the NA's carry walkie talkies thet the call lights
cormmunicats directly with, Howevar, Staif D was
unable {o looale an NA that was cartying a walkie
izlkie and was unable 1o provids a funcitning
wadkia talkis.

During 2 surveyor observation en 132025 at
approximately 10:40 AM of the second fioor,
revegied 2 call light sbove room 211 engeged.
Further suiveyor observation of the unit fafled to
reveat an NA in the halhway af b fims the light
was engaged.

Puring a sunseyor nterview on 1/3/2026 af 1042
AM with LPN, Biaff A, she revesled st the NAs
carry walkle talkies io slert them when a call fight
is engaged. During a follow up Interview at
approximately 10:50 AM Staff A, acknowledged
that the stalf no longer egrry walkis kiss.

Buring & strveyor interview on 1312025 at 10:48
AM with WA, 3taff L, he revesled thaf he does not
carry 2 walkis talkie and the only way ha 3 aware
a rall light i3 engaged is by e light shove the
dapr.

Durirg & surveyor intenview on H32025 at 10:51
AR with NA, Siaff M, she revealed that the staff
do not utitze walkiz talkies and hers B 1o
centralized staff area thet the call ghts alert o

Faid
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During = surveyor interview on 132025 2l 11:.03
Al with LPN, Siaff N, she revezied that the siaff
on the third floor do not use walkie falkies and the
call Hohis do not ater io a coniralized lnoation.

During @ surveyer interview on H32025 st 1110
Al with NA, Staff O, she acknowledged that the
onfy way she is aware a calf ight s angaged is by
the fight above the daor,

During & sunveyor intgrview on 1372025 at 12:33
P wilh the Administmator, she acknowiedged
that the call lights in the facility do not
communicaie the call direclly 1o a staff member
of to 8 centraleed siaff work area.
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An Emergency Preparedness Survey was
conductad by the Center foir Heaith Faciliies and
Reguiation on 1/3/2025. The facility was found o
be b compliance with 42 CFR 8483 3 relaledi fo
Emsigency Preparedness.

Census: 173
Uapacity: 180

H
[EE) DATE

LASORATORY ERECTOR'S OR FAROMIDERISUPPLIER AEPRESENTATIVE'S SIGHATURE TIHLE

Ay daficieacy sfatement ending with an acterick (%) denotes a deftiency which the institulion may be excused from oorecting providing i i detesrinad that
giher safeguards peowide suficient protection 1o the patients, (3ee instrustions.} Except for nissing homes, the Andings stated sbove are disciesable 90 days
Eplowing the dafe of survey whethar of not 4 plan of cormoction & provided, Far norsing hemes, the above findings and plans of comeclion e disclesable 44
days fnfloning the date these dogumsnts are mads avalabis fo e feolly,  doficlendes are oifed, an epproved plan of cormecdion & reguisiie fo continued

progrant parficipation.

Fﬁm CRtS-2567(02Z-49) Previcss Versions Obsolsie Bt \0x DEGOZY Faclilty X £1508F H cuntinestion shest Pege 1of t




' INTED: 04/00/2025
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR ?ggm APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES Ol NO, 0938-038]
STATENENT OF DEFIGIENCIES X1} FROVICERISUPPLIERICLIA 04 MULTIPLE CONSTRUCTION [%3} DATE SURVEY
ARD PLAN OF CORRECTICH GERTICICATION NIAGBER: A BHEIENG 01 - MAN BUILDING 6f COMPLETED

£15882 B.WING ey TR ]

RAME OF PROVIDER DR SUPPLIER BTRECT ADDRESS, CITY, STATE, 2IP CODE T

545 FAIN STREEY

RIVERVIEW HEALTHCARE COMMUNITY COVENTRY, RI 02818

oy SUMMARY STATEMENT OF DEFICENGIES o FROVIDER'S PLAN GF CORRECTION

#5}
ERERE {EACH DEFICIEMNDY MUST 8E PRECEDED BY FULL PREFIX EACH CORARECTIVE AGTIDN BHOINLD BE CohEL EIGH
TAG REGULATORY OR LS HENTIEYING HECRMATION) AL CROBS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY}
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The annua! Federal Lita Safely Code survey wes
conducted by the Stale Survey Agency.

The facility was surveyed pursuant fo the National
Fire Protection Association 101 Lfe ssiely Code,
2812 Edition asreferenced in 42 CFR 48380 (5 -
d} - Phystcal Environmend,

A defiviency was identified as aresulf of the
survey,

Census: 173
Capacity: 180
K 201 Emergency Lighting K 281|K281
s8=F] GFR(s): NFPA 101
T
Emargaricy Lighting of amenmency hy f f ]
Emergency fighting of at least 1-1/2-hour durstion fransfer switch. It was immediately rectified
is provided automatically in accordance with 7.9, @ { with the Instaliation of the transfer

182681, 18231

This REQUIREMENT is nol met as evidenced ‘;J/b

generator lighting by Eastlend Electic
o January 20, 2024,

by, ’ Thig will be checked weekly and will be r
Based on supveyor ohservation, record review, sported upon at Qapl mesting by Dirsctor

and sizff interview. # has been detemined thet of Baintenance or esighse for 3 manths

the faciity tailed & Q‘ ntain their emergency or more of 100% compliancs and added fo

Eghting system In accordance with the National Tels Checklist for ongoing monifioring.

Fire Proteclion Associziion {NFPA) 101, 2012
Edition, and NFPA 110, 2014 Edition. This
daficient practice has the potential to Impact 173
of 173 residents, as wel a5 an indelerminabls
rumber of staff and visiiors.,

Findings are as follows:

Review of the NFPA 101, 2012 Edition, states in
part,

LABORATORY DIRECTORS OR PROVIDER/SUPPLAER REPRESENTATIVES SIGNATURE THLE {8 DEIE

Ay Bafiviery staiement ending with an asterish [ densies 2 deficiaacy which the instimition may be sessed fran vorregting providing ¥ & determined that
wihar salaguerds provide sufficient profection fo the paficets. (Ses instructions.} Exzept for nursing homes, the rmiings stuted sbove are disdosable 90 days
Tolkbaing the dats of survay whethar of kot 2 plan of correction I provided, For mursing fomes, the sbove Endings and plans of coreation are disciosstde 14
days foleaing e dete these dacumarnts am made 2valiable @ the faclity. ¥ deficienzies are cied, 2n approved pian of comection & remdsie o continued
program paricipsiion.
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"...8.1.3.1 Emergency generafors and standby
power systams shall be Inctalled, fesled, and
mainiained in acoordance with NFPA 110,
Standard for Emergency and Standby Power
Systems [EPSL."

Review of NFPA 114, 2010 Edifion stetes in part,

.73 Lighting.. 7.3.1 The Level 4 or Level 2 EPS
equipment beatiords) shall be provided with
baltery-powered emergancy fighting..."

Surveyor ohservation made during the Life Safety
Cote Tour in the presence of the Malntenance
Diractor and the Reglonal Plant Operational
Manager on 1272025, failed o reves| evidence
that the facility installed a hattety-powered
backup emergency lighting unit in the slechical
raom, where the gensrator frensfer switch is
losated,

During & survayor interview with the Maindenance
Director folivwing the above observation, ha
acknowiedged hat the elecirical room where the
generator transfer switch is lncated fafied fo have
& batlery-powered backup emergency fighting
unit, as required.

FUIRM CHS-2057(02-99) Provious Virsions Obsaiets Event ID:0BG021 FacBly ) 415082 - i contirustion sheat Pege 2 of 2



