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S 003 Inttial Comments S 003
An unannounced biennial State Licensure survey
and a complaintincident investigation survey
(84G111, 08/13/2023) were conducted at this
residence. Deficiencies were identified relative o
the State Licensure survey.
§055 Licensure Requirements 2.4.3 Quality Assurance | S 055 § 055
. We have added additional members to 7/31/23
2:4.3 Quality Assurance our Quality Assurance Committee-
A. In accordance with R.1. Gen. Laws § Quahty.r Improvement (see attached
1 23-17.4-10.1, each assisted living residence shail committee memb.er'hst) which now
' develop, implement and maintain a documented, includes the Admm_’mamr > tb'e Nurse,
ongoing quality assurance program. and a member of Dietary Services as well
as other staff members. The Quality
1. The purpose of this program shall be to Assurance Committee will be meeting
attain and maintain a high quality assisted living quarterly. Scheduled meeting months
residence through an on-going process of quality are as follows:
improvement that monitors quality, identifies 7123, 9/23,12/23, 2124
areas to improve, methods to improve them, and ,{}?
evaluates the progress achieved. A&‘ The Quality Improvement & Personal
/ \\\ Care & Resident Services sheefs (see
2. Each licensed residence shall establish a attached) will be completed at every
quality improvement commiftee vghich shall meeting.
include at least the following: assisted living
administrator, registered nurse and a
- representative of dietary services.
3. The quality improvement committee shall
meet af least quarterly; shall maintain records of
all quality improvement activities; and shall keep
records of committee meetings that shall be
available fo the Department during any onsite
visit.
4. The gquality improvement committee shall
review and approve the quality improvement plan
for the residence at intervals not to exceed twelve
{(12) months. Said plan shall be available to the
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5. Each assisted living residence shall
establish a written quality improvement plan that
includes:

a. Program objectives;

b. Oversight responsibility (e.g., reporis
{0 the governing body, Qi records),

¢. Includes methods to idenfify, evaluate,
and correct identified problems;

d. Provides criteria o' monitor personal
assistance and resident services, including, but
not limited to:

(1) Resident/family satisfaction;
(2) Medication administration/errors;

{3) Reportable incidents as specified
in § 2.4.17 of this Part;

(4) Resident falls;

(5) Plans of correction developed in
response to the Department ' s inspection
reports.

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

a. Prevention and treatment of decubitus

A. BUILDING:
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ulcers;

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

¢. Changes in mental or psychological
status.

1. Quality iImprovement documentation shall
be kept on file for a minimum of five (5) years.

This Requirement is not met as evidenced by:
Based on record review and staff inferview, it has
been determined that the residence failed to
establish a quality improvement committee which
shall include at least the administrator, registered
nurse, and a representative of dietary services.

Findings are as follows;

Record review of the quality assurance meeting
minutes revealed there was not a registered
nurse in attendance or serving on the committes
as required on the following dates: 1/31/2022,
4/14/2022, 8/8/2022, and 10/17/2022.

. Further record review of the quality assurance

meeting minutes revealed there was not a
representative of dietary services in attendance
or serving on the committee as required on the
foliowing dates: 1/31/2022, 4/14/2022, 8/8/2022,
10/17/2022 and 5/4/2023.

During a surveyor interview on 6/13/2023 at
approximately 9:45 AM with the Administrator, he
couid not provide evidence as to why the quality
assurance committes did not have the reguired
participants as indicated in the regulations.
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Findings are as follows;

The residence failed to develop and maintain a
safe resident handling program including;

1. Maintaining a safe resident handling committee
which is chaired by a professional nurse or other
appropriate licensed healthcare professional. An
assisted living may utilize any appropirately
configured committee to perform the
responsibilities of this section. At least half of the
members of the committee shall be hourly,
non-managerial employees who provide direct

¢ resident care.

2. Awritten safe resident handling program fo
include the following:

- a safe resident handling policy for afl shifts and
units of the residence that will achieve the
maximum reasonable reduction of manual lifting,
transferring, and repositioning residents.

- a resident handling hazard assessment.

- a process to identify the appropriate use of the
safe resident handling policy.

- a trained registered nurse or other appropriate
licensed health care professional to act as the
expert resource and train all direct care staff on
safe resident handling policies, equipment, and
devices before implementation, and at intervals
not to exceed 12 months, or as needed.

- a performance evaluation of the safe resident
handling policy at intervals not fo exceed 12
months with the results of the evaluation reporied
to the safe resident handling committee or other
designated commitiee.
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During a surveyor interview with the Director of
Wellness on 6/12/2023 at approximately 1:00 PM,
she acknowledged that the residence did not
have a safe resident handling program.
S 200 Organization And Management 2.4.12.1.2 S 200 S200 .
All employee records are being reviewed for 8/31/23

Administrative Management
2.4.12 (1) (2) Persannel Records

2. Said personnel records shall be reviewed and
updated at intervals not to exceed twelve (12)
months and shall include, but not be limited to, all
of the following components:

a. Completed job application and/or resume;

b. Written statements of references or
documentation of verbal reference check;

c. Written functional job descriptions;

(1) These descriptions shall be updated
at intervals not to exceed twelve (12) months and
shall include, but not be timited to, minimal
qualifications for the position, major duties and
responsibilities, and shall be signed and dated by
the individual employee.

d. Evidence of credentials, current
professional licensure and/or certification;

e. Documentation of education and/or
continuing fraining, ncluding continuing education
units (CEUs) related to administrator certification,
food management, efc., medication
adminisiration, and dementia care;

compliance,

All personnel records will also be reviewed
annually to maintain complance.

We have updated our National BCI policy to
reflect that a BCI screening is mandatory
within 1 week of employment or

employment will be suspended until the BCI -
has been completed. (see attached)

Notification regarding a mandatory
National BCI requirement has been added
to the Spring Villa employee application

See gHuded)
A Pre-Screening form has been created to
use as a quick reference check for all new
applicants. Pre-screening checks are done
utilizing the RI Criminal Database and the
RI License Verification web page. {sce
attached)

A verbal "Employee Reference Check” will
comply for all new employee applicants and
will be documented in the employee file.

Facilities Regulation
STATE FORM

=898

1L3L11

if confinuation sheet 6 of 28




PRINTED: 06/16/2023

FORM APPROVED
Rl Department of Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
ALRG1487 B. WING 06/13/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
59 PLEASANT STREET
SPRING VILLA MEMORY CARE
WEST WARWICK, Rl 028983
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
$ 200! Continued From page 6 S 200

f Documentation of attendance at in-service
fraining and/or orientation;

g. Documentation of at least one (1)
performance evaluation at intervals not to exceed
twelve (12) months;

h. Signed copy of employee's awareness of
resident’s rights;

i. Results of the criminal record (BCl) check.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence failed to
ensure that personnel records contain written
statements of references or documentation of
verbal reference checks for 2 of 6 sample staff
reviewed, Staff A and Staff B and 6 of 6 sample
staff reviewed for criminal record {(BCi) checks.

Findings are as follows:

Per 2.4.12.J.1 all employees of assisted living
residences licensed under the Act, hired after
September 30,2014, and having routine contact
with a resident or having routine contact with a
resident or having access to a resident's
belongings or funds shall undergo a national
criminal background records check which shall
include fingerprints submitted {o the Federal
Bureau of Investigation (FB!)} by the Bureau of
Crinimnal identification (BCI) of the Depariment of
Attorney General. Tha national criminal records
check shall be processed, prior to, or within one
(1) week of employment.

Facilities Regulation
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1. Record review of personnel records for Staff A
and Staff B failed o reveal that reference checks
were completed as reguired.

During a surveyor interview with the Administrator
on 6/13/2023 at 2:45 AM, he could not provide
evidence that reference checks were completed
for theé above-mentioned staff.

2. Record review of personnel records fajled to
provide evidence that a BCl check was
processed prior to or within one week of
employment for the following employees:

- Director of Wellness, revealed a hire dale of
8/28/2022 and a Background Criminal
investigation (BCI) date of 10/17/2022.

- Dietary server, Siaff B, revealed a hire date of
6/27/2022 and a BCl date of 772572022,

- Nursing Assistant, Staff C, revealed a hire date
of 71112022 and a BCl date of 8/12/2022.

~ Nursing Assistant, Staff D, revealed a hire date
of 3/6/2022 and a BCI date of 3/28/2023.

- Certified Medication Technician, Staff E,
revealed a hire date of 6/17/2020 and & BCI date
of 7/2/2020.

- Certified Medication Technician, Staff F,
revealed a hire date of 3/9/2015 and a BCl date
of 4/2/2015.

During a surveyor interview with the Administrator
on 6/13/2023 at 9:45 AM, he acknowledged that
the above staff members did not have a BC|
check prior to or within one week of hire.

Facifities Regulation

STATE FORM

33

3L

i continuation sheet 80f 28







Rl Department of Health

PRINTED: 06/16/2023
FORM APPROVED

STATEMENT QF DEFICIENCIES X1 PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

ALRO1487

(X2} MULTIPLE CONSTRUCTION
A BUILDING:

8. WING

(%3) DATE SURVEY
COMPLETED

06/13/2023

NAME OF PROVIDER OR SUPPLIER

SPRING VILLA MEMORY CARE

STREET ADDRESS, CITY, STATE, ZiF GODE
59 PLEASANT STREET

WEST WARWICK, R! 02893

(Xay 1D
PREFIX
TAG

SUMIMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

S 270

S 310

Continued From page 8

1. Record review revealed Resident ID #2 moved
into the residence in March of 2023. S/he has
diagnoses including neurocognitive disorder and
anxiety.

Record review of the residence census provided
to the surveyor revealed the resident is a smoker.

Further record review failed fo reveal evidence of
a smoking assessment being completed for the
resident since sfhe moved into the residence.

2. Record review revealed Resident 1D #7 moved
info the residence In July of 2021. S/he has
diagnoses including dementia with behavior
disturbance and bipolar disorder.

Record review of the residence census provided
to the surveyor revealed the resident is a smoker.

Further record review failed to reveal evidence of
a smoking assessment being completed upon

| admission and quarterly as required. Additional

record review revealed the resident has had one
smoking assessment since his/her admission
which was dated on 8/31/2022.

During & surveyor interview on 6/12/2023 at 1:05
PM and at 2:25 PM with the Director of Weliness,
she acknowledged both residents are smokers.
She couid not provide evidence as {o why the
smoking assessments were not compieted for the
residents.

Residency Reguirements 2.4.15.A Resident
Records

2.4.15 (A) Resident Records

S 270

§310
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S 310 Continued From page 10 5310

A. Each residence shall, at a minimum, maintain S310

the following information for each resident The nurse has created a binder for Nurse f? i@g&
Placement. The information in the binder

1. The resident's name: contains physician orders & measurement
‘ of wound care.
2. The resident's last address;
@ Resident ID#3's wound resolved and was
3. The name of the person or agency % N\ discharged from Nursing Placement on
referring the resident to the home; f\;\\\ 627123

4. The name, specialty (if any), telephone
number, and emergency telephone number of
each physician who is currently freating the
resident; :

5. The date the resident began residing in the
home;

8. A fist of medications taken by the resident,
including dosage, and specific records of
medication administration as required by the
Department;

a. In residences licensed at the M2 level,
if a resident refuses to provide the information
cited in § 2.4.15(A}6) of this Part, this fact shall-
be documented in the resident's service
agreement.

7. Written acknowledgments that the resident
has signed and received copies of the rights as
provided in R.Il. Gen. Laws § 23-17 4-16;

8. Information about any specific health
problems of the resident, which may be useful in
a medical emergency, including diagnostic and/or
therapeutic orders;

9. Arecord of personal property and funds

=
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which the resident has entrusted fo the
residence;

10. The name, address, and lelephone
number of a person identified by the resident who
should be contacted in the event of an
emergency or death of the resident and the
name, address, and {elephone number of the
legal quardian;

11. Any other health-related emergency, or
pertinent information which the resident requests
the residence to keep on record;

12. A copy of the initial and periodic
assessments described in § 2.4.16 of this Part,

13. A copy of the service plan and nurse

 review as described in § 2.4.16 of this Part;

14, A copy of the residency agreement as
described in § 2.4.14(C) of this Part.

This Requirement is not met as evidenced by:
Based on record review and staff interview, if has
been determined the residence failed fo maintain,
at a minimum, information about any specific
health problems of the resident, which may be
useful in 2 medical emergency, including
therapeutic orders for 1 of 3 sample residenis
reviewed that are receiving ouiside services,
Resident 1D #3.

Findings are as follows:

Record review revealed the resident moved into
the residence in January of 2023. S/he has
diagnoses including schizophrenia and a stage 2
pressure ulcer (open wound) fo the left heel,

S 310
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(2) Review any new physician orders and
evaluate the health status of all residenis by
identifying symptoms of iliness and/or changes in
mental/physical health status;

{3) Evaluate the appropriateness of
placement for each resident;

(4) Make any necessary
recommendations o the administrator;

(5} Follow up on previous
recommendations;

(B) Provide a signed, written report in the
residence documenting:

(AA} Date and time of assessment;

{BB) Recommendations for
follow-up;

{CC) Progress on previous
recommendations;

(DD) Verification that the medication
fisted by the pharmacist on the mediset, blister
pack or medication container is current with
physician orders (M-1 level only);

(EE) Physical assessment identifying
symptoms of illness and/or changes in mentaf or
physical health status and appropriateness of
placement;

(FF) Such reports shail be on file at
the residence.

5375
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(7) Complete the quarterly evaluation of
the residence's registered medication aide(s)
administration of medication. (Approved
Department form is available for downloading
online).

b. In those residences that have one or more
licensed registered nurses (i.e, at least one
ful-fime equivalent equal to thirty-five (35) hours)
on- site, the nurse review shall be completed at
least once every ninety (80} days.

This Requirement is not met as evidenced by:
Based on record review and siaff interview, it has
been determined the residence failed to complete
nurse reviews every ninefy-day (80) days as
required for 2 of 6 residents reviewed, Resident
ID#s3and 7.

Findings are as follows:

1. Record review revealed Resident 1D #3 moved
info the residence in January of 2023. S/he has
diagnoses including schizophrenia and a stage 2
pressure ulcer to the leff heel.

Record review failed to reveal evidence of a2

0-day nurse review being completed as required
since the resident moved info the residence in
January of 2023,

2. Record review revealed Resident ID #7 moved
into the residence in July of 2021. Sfhe has
diagnoses including, dementia with behavior
disturbance and bipolar disorder.

Record review revealed the resident had a 80-day
nurse review on 1/30/2023, Further record review
falled to reveal evidence of a 80-day nurse review

5375
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This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence failed to
develop a writien service plan within a reasonable
fime after move-in, not fo exceed seven (7} days,
for a singular resident reviewed for new
admission, Resident 1D #5.

Findings are as follows:

Record review revealed the resident moved into
the residence in December of 2022 with
diagnosis including neurocognitive disorder with
behavioral disturbance.

Record review failed to reveal evidence thata
written service plan was developed for the
resident as required.

During a surveyor interview on 6/13/2023 at 10:10
AM with the Director of Wellness, she could not
provide evidence as to why a written service plan
was not developed for the resident as required.

Residency Reguirements 2.4.16.G.3 Resident
Assessmeni/Service Plan

2.4.16 {G){3) Service Plans

3. The service plan shall be reviewed by both
parties at intervals not to exceed twelve (12)
months and each time a resident's condition
changes significantly and all changes shall be
acknowledged in writing by both parties.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence failed to review

5380

5350 .
The service plan for Resident #1 was §
updated by the Wellness Director during {) (e é‘
the survey on 6/12/23 to include that the

resident was receiving outside physical

therapy.

The service plan for Resident #3 was
updated by the Wellness Director during
the survey on 6/12/23 to include that the
resident is was receiving outside skilled
nursing services related to a pressure ulcer
to the left heel.
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the service plan each time a resident's condition
changes significantly, and failed to accurately
reflect that the resident is receiving outside
services for 2 of 6 sample residents reviewed,
Resident ID #s 1 and 3.

Findings are as follows:

1. Record review revealed Resident |D #1 moved
into the residence in April of 2023. S/he has a
diagnosis of vascular dementia.

Record review revealed the resident is receiving
ouiside service for physical therapy with a start of
care date of 8/2/2023.

Record review of the resident's service plan dated
4/28/2023 failed to revea| evidence that the
service plan was updated to reflect that the
resident is receiving the above-mentioned outside
service.

2. Record revisw revealed Resident iD #3 moved
into the residence in January of 2023. S/he has
diagnoses inciuding, schizophrénia and a stage 2
pressure ulcer to the left heel.

Record review revealed the resident is receiving
outside service for skilled nursing care related o
a pressure ulcer with a start of care date of
5/212023.

Record review of the resident's service plan dated
1/24/2023 falled to reveal evidence that the
service plan was updated to reflect that the
resident is receiving the above-mentioned outside
service.

During a surveyor interview on 6/12/2023 at 1220
PM with the Director of Weliness, she

S 390 continued..

Service plans will be reviewed annually
and when significant changes occur.

The Wellness Director has created a
binder for Nurse Placement. The
information in the binder containg
physician orders & measurement of
wound care.
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acknowledged the residents are receiving outside
services. Additionally, she acknowledged the
service plans were not updated o reflect the
ouiside services provided fo the residents.
S 490 Residential Care Services 2.4.21.C Dietetic S 490
Services
2.4.21 (C) Dietetic Services
C. The food service in each residence shall
comply with the appropriate requirements of R.L
Gen. Laws Chapters 21-27 and 21-31, Rhode
 island Food Code (Part 50-10-1 of this Title), and
such other applicable statutory or regulatory
provisions.
This Requirement is not met as evidenced by: S 490
Based on surveyor observation, record review s
- . A ; ; y 1. Adrministrat tacted th
and staff interview, it has been determined that Cimstrator contacted the ’
. - . dishwasher contractor to reguest test e
the residence failed to comply with the . .
. . kits to accurately determine the
appropriate reguirements of the Rhode island . . {
Food Code. concentration of the sanitizing
solution.
Findings are as foliows: )
7\ A dishwasher testing checklist wili be
1. According to the Rhode Island Food Code \W created for kitchen staff to adhere to
2018 Edition 4-501.116 Warewashing Equipment, before the 1st service in the morning,
Determining Chemical Sanitizer Concentration G» i
states in part,"Concentration of the SANITIZING N Kitchen staff will be trained on the
solution shall be accurately determined by using a Q use of the test kit and instruction will
test kit or other device”. /\ be posted next to the dishwasher.
During a surveyor tour of the kitchen with the
Food Service Director (FSD) on 6/12/2023 at 8:40
AM, the dish washer was observed in use.
immediately following the observation, the
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keep their hair from contacting exposed Food;
clean EQUIPMENT, UTENSILS, and LINENS;
and unwrapped SINGLE-SERVICE and
SINGLE-USE ARTICLES .."

During a follow up visit to the main kitchen on
8/12/2023 at 9:50 AM, Nursing Assistant (NA),
Staff F, was observed préparing a salad while
Server Staff G was observed slicing apple pie,
both staff members were observed not wearing a
hair restraint while preparing ready to eatfood. -

During a surveyor interview with Staff G following
ihe above observation at 9:55 AM, she revealed
that she works in the kitchen daily preparing
desserts and has never wom a hair restraint.

During a surveyor interview with the FSD on
6/12/2023 at 8:40 AM, he acknowledged that
there were no hair nets in the building.

Residential Care Services 2.4.21.G(1-4) Dietetlic
Services

: 2.4.21{G) (1-4) Distetic Services

G. All food services shall be conducted in
accordance with the rules and regulations
pertaining fo Certification of Managers in Food
Safety {(Part 50-10-2 of this Title) that include but
are not limited to the following provisions:

1. Each residence where potentially
hazardous foods are prepared shall employ at
least one (1) full-time, on-site manager certified in
food safety who is at least eighteen (18} years of
age.

2. Residences that primarily serve the elderly

S 490

S 510
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Additional record review of the dietary schedule
revealed there was no employee certified in food
safety while hot food was being prepared on
these dates.

During a surveyor interview on 6/12/2023 at
approximately 8:45 AM with the FSD, he
acknowledged that Staff H works on the
weekends and does not have an active food
safety manager certification.

Physical Plant 2.4.30.] Safely Requirements
2.4.30 (1) Safety Requirements

I. Each residence shall develop and maintain a
written plan and procedure for the evacuation of
the premises in case of fire or other emergency,
based on F1 /7 F2 licensure requirements, Fire
Safety Code-General Provisions (R.l. Gen. Laws
Chapter 23-28.1) requiremenis.

1. Emergency steps of action shall be clearly
outlined and posted in conspicuous locations
throughout the residence.

2. Drills simulating fire emergencies, testing
the effectiveness of the fire evacuation plan shall
be conducted at least six (8) fimes per yearon a
bimonthly basis with 2 minimum of two (2} drills
conducted during the night when residents are
sleeping with documentation of observed ability of
residents to carry out evacuation procedures. At
least fifty percent (50%) of these drills shall be
obstructed drills, as defined in Fire Safety
Code-General Provisions {R.l. Gen. Laws
Chapter 23-28.1).

3. The drills shail be permitted to be

S 510

S 705

S 705

A fire drill compliance sheet was created
1o include all of the information that
needs to be documented. {see attached)

Drills will be held bi-monthly and 50% of
the drills will be obstructed and 2 of the
drills will be conducted in the evening.

A monthly maintenance duties sheet will
also be created and required by the
maintenance manager to complete. Part
of this list will include checking off if a
fire drill was completed and the date of
drill.

All individual fire drill sheets and the
monthly maintenance duties sheet will be
reviewed by the Administrator,

8/31723
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announced in advance to the residents. The dritls
shall involve the actual evacuation of all residents
to an assembly point as specified in the
emergency plan and shall provide residents with
experience in egressing through all exits and
means of escape required by the Fire Safely
Code-General Provisions (R.1. Gen. Laws
Chapter 23-28.1). Exits and means of escape not
used in any fire drill shall not be credited In
meeting the requirements of the Fire Safety
Code-General Provisions {(R.l. Gen. Laws
Chapter 23-28.1).

a. Documentation of fire drills shall be
maintained and shall include no less than the
following information:

{1) Name of the person conducting
the drill;

(2) Date and time of the drill;

(3} Amount of fime taken {o evacuate
the building or unit;

{4) Type of drill (i.e., cbstructed or
uncbsfructedy;

(5) Record of problems encountered
and steps taken o rectify them:; .

(8) Employee observation of each
resident's ability to carry out evacuation
procedures.

4. Residents shail be instructed in all
alternative methods of escape since the primary
exit may be unusable due to fire and/or smioke.
Such instruction shall be documented in the
record described in § 2.4.30(1}(3)(g) of this Part.

5. Each new resident shall be oriented fo the
fire drill procedure on admission, with
decumentation of the orientation placed in the
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resident's record.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined the residence failed to ensure
drills simulating fire emergencies, festing the
effectiveness of the fire evacuation plan were
conducted at least six {€) times peryearon a
bimonthly basis with a minimum of two (2) drills
conducted during the night when residents are
sleeping with documentation of observed ability of
residents to carry ouf evacuation procedures, and
at least fifty percent (50%) of these drills shall be
obstructed drills, as defined in Fire Safety
Code-General Provisions (R.1. Gen. Laws
Chapter 23-28.1).

Findings are as follows:
Record review revealed fire drills were conducted

on 513112023, 3/22{2023, 1/6/2023, 12/14/2022,
10/19/2022, 8/19/2022, and 6/22/2022.

Further record review revealed obstructed drills
were conducied on 5/31/2023 and 6/22/2022
which is 20% of the drills instead of 50% as
required and 1 drill was conduct during the night
on 12/14/2022 instead of 2 drills as required.

Additional record review of the fire drill
documentation from the above-mentioned dates
failed fo include the amount of time faken to
evacuate the building or unit as required.

During a surveyor interview on 6/13/2023 at
approximately 9:45 AM with the Administrator, he
could not provide evidence as to why the fire drills
were nof conducted appropriately as required.
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S 830 Special Care License Requirements 2.5.2.J S 830 .
pect . q J.) We have contacted a registered dietitian. 8/31/23
Specific Requirements - . c
[l 1! first be meeting with the Assistant
2.5.2 (J) Specific Requirements Administrator on July 7 to go over terms of
the contract.
J. Menus for the Alzheimer Dementia Special
Care Unit/Program shall be developed under the Another meeting will take place shortly
direction of a nutritionist or registered dietician after with the Kitchen Manager, the
licensed by the Department. Wellness Director/RN, and the Assistant
Administrator. They will be creating a plan
\ to meet frequently via in person and/or
virtually to develop and review the dining
This Reqguirement is not met as evidenced by: /| menus together.
. Based on record review and staff interview, it has | Q
been determined thg residence faﬁed ta have (\\ After the menu is submitted to the dietitian
menus for the Alzheimer Dementia Special Care N & approved, a copy will be given to the
Unit/Program developed under the direction of a . .
G . e Administrator for review.
. nutritionist or registered dietitian licensed by the
department. The dietitian also offers in-service
- ducation to facility staff and counsels the
follows: ©
Findings are as follows resident, staff, and/or family with regard to
Record review of the residence menu failed to the resident’s needs.
reveal evidence that a registered dietitian
developed and reviewed the menu as required.
During a surveyor interview with the Administrator
! on 6/12/2023 at 12:35 PM, he acknowledged that
the residence menu was not developed, signed,
| or reviewed by a registered dietitian since 2020.
- Additionally, he acknowledged the residence has
: not had a dietitian on staff since 2020.
S 835| Special Care License Requirements 2.52.K S 835

Specific Requirements
2.5.2 (K) Specific Requirements

K. All menus including alternate choices shall be
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planned at least one (1) week in advance, to
meet the standards for nutritional care in
accordance with Dietary Reference Intakes: The
Essential Guide to Nutrient Requirements,
incorporated above at § 2.2(A) of this Part, and to
provide for a varisty of foods, adjusted for
seasonal changes, and reflecting the dietary
preferences of residents.

1. Menus shall indicate nourishments
available to residents between evening meal and
bedtime.

2. Menus shall be posted in a conspicuous
place in the dietary department and in resident
areas.

3. Records of menus actually served shaf be
retained for thirty (30) days.

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence falled to
indicate nourishments on their menu that are
available to residents between the evening meal
and bedtime.

Findings are as follows:

Record review of the residence menu failed to
indicate nourishments are available to the
residents between the evening meal and bedtime
as required.

During a surveyor interview with the Administrator
on 8/12/2023 at approximately 8:55 AM, he
acknowiedged that the menus did notindicate
nourishments being offered to the residents
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The Spring Villa Admission Agreement
states the following regarding nourishments
in-between the evening meal and bedtime:

"A snack is served after the last meal of the
day. Vending machines with snacks and
beverages are always available to Residents
and are located in the dining room. Meals
are served at 7:15am & 8:15am, 11:15am &
12:15pm, and 4:15pm & 5:15pm."

Unfortunately, we were not aware that it
should also be posted with the monthly
menu. We have since created a notice
regarding these nourishments and placed it
along side the monthly dining menu on all
of the information boards throughout the
facility. {see attached) The kitchen manager
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between the evening meal and bedtime.

with the dining menu every month.
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