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An unannounced biennial State Licensure survey
and a complainincident investigation survey
(KTHJ11, ACTS 99836 and 100190) were
conducted at this residence from 4/17/2025
through 4/18/2025. Deficiencies were identified
relative to the State Licensure survey.

Licensure Requirements 2.4.18 Rights of
Residents

2.4.18 Rights of Residents

A. Every assisted living residence for adults
licensed pursuant to these regulations shall
observe the standards stated in R.1, Gen. Laws §
23-17.4-18, "Rights of Residents" and such other
appropriate standards as may be prescribed in
rules and regulations promulgated by the
Department with respect to each resident of the
residence.

B. For purposes of the following standards
stated in §§ 2.4.18(B)(1) through (7) of this Part
the ferm "resident” shall alsc mean the resident's
agent as designated in writing or legal guardian.

1. Upon request have access fo all records
pertaining to the resident, including clinical
records, within the next business day or
immediately in emergency situations;

2. Upon admission and during the resident's
stay be fully informed in a language the resident
understands, of all resident righfs and ruies
governing resident conduct and responsibilities;

a. Each resident shall receive a copy of their
rights.

i

o
f N
)

S 450

Ihinda |

SPRING VILLA MEMORY CARE
WEST WARWICK, RI 02893
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION %5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
8003 Initial Comments S 003

. We \mW‘eAta
binder Cﬂﬂf
ot Y’(czrvl'&m)
[ﬁam?d toa b4 "Haj
\om;‘fd ks D e

0 Srpon
ond @W %)c}\m WA

°5m 35 e
e"ﬁa}ni% ol Sat 4o
(o) ket Fhe Uty
s located ¢
e heeddo ol
AOgHe fo TV,
S will enurt
%«k 1S ghoty$ n the
ww Jrr éa\umdo (waa

aMm o\ &Zﬁdﬂ? bindsr
0S neded.

Faciiies Regulation

{ABORATORY DIRECTOR'S OR F’Rz:DERJ‘SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

ey

(X6} DATE

STATE FORM

L3

LIaF

if continuation sheet 1 of 8



PRINTED: (04/24/2025

FORM APPROVED
%%}fﬁﬂment of Health
MENT OF DEFICIENGIES £X3) PROVIDER/SUPPLIERICLIA MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: T;UELDING, ¢ )COMPLETED
N ALR01487 B. WING 04/18/2025

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
59 PLEASANT STREET

b. Each resident shall acknowledge receipt In
writing; and

¢. Each resident shall be informed promptly of
any changes.

3. Be informed in writing, prior to, or at the time
of admission or at the signing of a residential
contract or agreement of,

a. The scope of the services available through
the residence's service program, including health
services, and of all related fees and charges,
including charges not covered either under
federal and/or state programs by other third party
payers or by the residence's basic rate;

b. The residence's policies regarding overdue
payment including notice provisions and a
schedule for late fee charges;

¢. The residence's policy regarding acceptance
of state and federal government reimbursement
for care in the residence both at time of
admission and during the course of residency if
the resident depletes his or her own private
resoUrces;

d. The residence's criteria for occupancy and
termination of residency agreements;

e, The residence's capacily to serve residents
with physical and cognitive impairments;

f.  Support any health services that the
residence includes in its service package or will
make appropriate arrangements to provide these
services;
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4. Upon provision of at least thirty (30) days
notice, if a resident chooses to leave a residence,
the resident shall be refunded any advanced
payment made provided that the resident is
current in alf payments;

5. The residence can discharge a resident only
for the following reasons and within the following
guidelines;

a, Exceptin life-threatening emergencies and
for nonpayment of fees and costs, the residence
gives thirty (30} days' advance written notice of
termination of residency agreement with a
statement containing the reason, the effective
date of termination, the resident's right to an
appeal under state law, and the name/address of
the State Ombudsperson's office;

b. If resident doas not meet the requirements
for residency criteria stated in the residency
agreement or requirements of state or focal laws
or regulations;

¢, Ifresident is a danger to seff or the welfare of
others; and the residence has attempted to make
a reasonable accommodation without success (o
address resident behavior in ways that would
make termination of residency agreement or
change unnecessary; which would be
documented in the resident's recards;

d. For failure fo pay all fees and costs stated in
the contract, resulting in bills mare than thirty {30)
days outstanding. A resident who has been glven
notice to vacate for nonpayment of rent has the
right to retain possession of the premises, up to
any time prior to eviction from the premises, by
tendering to the provider the entire amount of
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fees for services, rent, interest, and costs then
due. The provider may impose reasonable late
fees for overdue payment; provided that the
resident has received due nofice of such charges
in accordance with the residence's policles.
Chronic and repeated failure to payrentisa
violation of the lease covenant, However the
residence must make reasonable efforts to
accomrmodate temporary financial hardship and
provide information on government or private
subsidies available that may be available to help
with costs; and

&. The residence makes a good faith effort to
counsel the resident if the resident shows
indications of no longer meeting residence criteria
or if service with a termination notice is
anticipated;

6. To be able to share a room or unit with a
spouse or other consenting resident of the
residence in accordance with terms of the
resident contract;

7. Tolive in a safe and clean envirocnment.

C. In addition to the standards stated in R.1.
Gen. Laws § 23-17.4-18, residents are entitled to
the following:

1. Receive dental services from a dentist of
histher choice;

2. Each resident shall be given, in writing, the
names, addresses, and telephone numbers of:
the Department; the Medicaid Fraud and Patient
Abuse Unit of the Department of Attorney
General; the State Ombudsperson: and local
police offices.
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B, The residence must;

1. Implement wrilten policies and procedures to
ensure that ail residence employees are aware of
and protect the resident's rights contained in
these regulations;

2. Have prominently displayed a posting of the
most recent state licensing survey of the assisted
living residence; and

3. Provide each resident or his or her
representative upon admission, a copy of the
provisions of § 2.4.18 of this Part and shall
display in a conspicuous place on the premises a
copy of the "Rights of Residents.”

This Requirement is not met as evidenced by:
Based on surveyor observation and staff
interview, it has been determined that the
residence failed to post the most recent state
licensure survey results.

During a surveyor observation of the residence
on 4/17/2025, the surveyor was unable to locate
the most recent survey resuits,

During a surveyor interview with the Administrator
on 4/17/2025 at 9:56 AM, he acknowledged that

the residence did not post the most recent state
ficensing survey results, as required.

Physical Plant 2.4.30.1 Safety Requirements
2.4.30 (I} Safety Requirements

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

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

2. Drills simulating fire emergencies, testing
the effectiveness of the fire evacuation plan shall
be conducted at least six (6) times per yearon 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 out evacuation procedures. 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).

3. The drills shall be permitted to be -
announced In advance to the residents. The drill,
shall involve the actual evacuation of all residen
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 Safety
Code-General Pravisions (R.I, 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 Jass than the
following information:
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(1) Name of the person conducting
the drill;

(2) Date and time of the drill;

{3) Amount of time taken to evacuate
the building or unit;

(4) Type of drill (i.e., obstructed or
unobstructed);

{6) Record of problems encountered
and steps taken to rectify them;

{8) Employee observation of each
resident's ability to carry out evacuation
procedures,

4. Residents shall be instructed in all
alternative methods of escape since the primary
exit may be unusabla due fo fire and/or smoke.
Such instruction shall be documented in the
record described in § 2.4.30(1)(3){a) of this Part.

5. Each new resident shalf be oriented to the
fire drill procedure on admission, with
documentation of the arientation placed in the
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 contained the
amount of time taken to complete the drill and the
person conducting the drill as defined in Fire
Safety Code-General Provisions (R.I. Gen. Laws
Chapter 23-28.1).

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

on the following dates in 2024: 1/25, 3/27, 5/20,
7130, 9/30, and 11/12.
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Further record review of the fire drill
documentation on 1/25, 3/27, and on 9/30, failed
fo include the amount of time the drill took to
complete,

Additionaily, review of the fire drill documentation
on 3/27 and on 7/30 failed to reveal who
conducted the drill.

During a surveyor interview on 4/18/2025 at
approximately 1:.00 PM with the Administrator, he
acknowledged the fire drill documentation failed
to contain alt required components.
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