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A complaint investigation, ACTS references
numbers 102610, 102675, and 103105, was
conducted at this residence on 3/3/2026 to
determine compliance with state laws and 0 HS ot H / 20 Q(O VJ l \&
regulations. Deficiencies were identified. / 1/ :
_ [Ut“ be @ SmoKeer P24,
$ 205 Organization And Management 2.4.14.4 S 295 [ v
Management Of Services &Ot ‘ ‘
2.4.14 {J) Smoking Policy Sﬁ\@ WﬂS
1. If the residence permits smoking, it shail have dj ‘I—U I ﬂe UL %LS 3/ /[L'é%
a policy that includes the following: | u)
: aﬂ E E%H‘ | BW H -
a. Location of designated smoking area(s)
separate from the common area; ;
P 8 | NUh ’ﬁc m @0 2 nls
NN + 2ol
b. Prohibition of smoking in any area other M O ,
than the designated area(s); % “ﬂ i 2
: m: l fS

c. Adequate ventilation in smoking areas;

d. Assessment (upon admission, guarterly,
and when a significant change in function occurs)
of all residents that smoke to ensure safe
smoking capabilities.

ThisﬁnRequirement is not met as evidenced by:

| .Based on surveyor observation, record review,

and resident and staff interviews, it has been
determined that the residence failed to provide
services to all residents in accordance with the
prevailing community standard of care relative to
smoking procedures, Additionally, the residence
failed to follow the interventions on their smoking
assessments and policies relative to smoking for
4 of 4 residents reviewed, Resident 1D #s 1,2,3,
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and 4.

Findings are as follows:

The Rhode Island Department of Health received
a residence reported incident on 2/16/2026
alleging that a resident was smoking a cigarette
and approached the nursing station, she/he
requested help, because histher coat was
"smoking.”

1. Record review of a document titled, "Spring
Villa Memory Smoking Policy”, last updated
6/10/2025, states in part the following:

-smoking is only allowed on the outside deck
located on the 2nd floor

-no resident is allowed to store or carry on their
person a cigarette

-Upon admission, quarterly and when significant
changes occur, a smoking assessment will be
conducted to ensure safe smoking capabilities

During a surveyor interview on 3/3/2026 at
approximately 1:30 PM with Resident ID #1 s/he
revealed that sthe "thought” s/he had-
extinguished his/her cigarette before placing it in
his/her coat pocket.

During a surveyor interview on 3/3/2026 at
approximately 11:00 AM with the Director of

Nursing Services, she revealed that priortothe |

| incident of the resident having a lit cigarette in

their coat pocket, the residents smoked on the
balcony, unsupervised, Ahe indicated that
smokers are required to go to the nursing station
to obtain their smoking materials to ensure the
resident does nat have independent access.

2. Record review of the smoking assessments for
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Resident ID #s 1,2,3, and 4 states in part the

following: 4o R (o Ho Smckotere Lf/&q&

- Wouild you lik igarettes held at nurse’ T ‘ San ,
SERTIMRSERINE ||l o Mot
LOVA @u,ung,ﬂ% Wi

Answer: "Ng"
- Is resident safe to smoke at their own leisure _ 7‘)‘6
g:\/@h RN dy

without smoking management.
Answer” No"
. § N | to Vadde .
-1 no, what is the plan that is decided between ~
the Resident and the Residence. ~J
Answer: "Per SV (Spring Villa) protocol” ie)

The residence failed to follow their smoking
assessment and policy, as it relates to residents
smoking without smoking management and
possession of smoking materials. Additionally, no
was no plan in place If a resident chooses not to
be compliant relative to residents being
supervised while smoking.

During a surveyor interview on 3/3/2026 at
approximately 12:15 PM with the Director of
Nursing Services, she was unable to provide
evidence that residents were supervised while
smoking. Additionally, she acknowledged that the
smoking assessment was not followed refated to
residents smoking unsupervised and psosession
of the smoking materials.

S 405 Residency Requirements 2.4.17.G.1. Resldent— |- §405-—- |- -
Assessment/Service Plans

2.4.17 (G) (1) Service Plans

1. Within a reasonable time after mave-in, not to
exceed seven (7) days, the Administrator shall be
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d. The resident ' s requested and/or
therapeutically needed recreational and social
activities,

This Requirement is not met as evidenced by:
Based on record review and staff interview, it has
been determined that the residence failed to
accurately reflect the services and interventions
needed on the service plan for 4 of 4 residents
reviewed relative to smoking, Resident D #s 1,
2,3, and 4; a singular resident reviewed for
attending adult day care, Resident ID #2; and for

| wo of two residents reviewed for behaviors,

Resident 1D #s 2 and 5 with behavioral concerns.
Findings are as follows:
1. Record review of Resident ID #s 1,2, 3, and 48’

service plans failed to address the services and
interventions that are needed for smoking.
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hospice); - i ;
poe) RuSidni Vs Form” 1 gl
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2. Record review of Resident ID # 2's service plan
failed to address the services of an adult day care
program two times weekiy.

3. Record review of Resident ID #2 and #5's
service pians failed o address multiple Incidents
of behavioral and physical disturbances to other
residents.

During a surveyor interview on 3/3/2026 at
approximately 2:00 PM with the Director of
Nursing Services, she acknowledged that the
service plans did not address the smoking
interventions for residents that smoke.
Additionally, she acknowledged that the service
pian did not address the utiiization of an aduit day
program or the services and interventions for the
residents that have muiltiple behavioral and
physical disturbances.
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