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utilized as supporting decumentation for the
avaction process. Tha residence providad
medical and psychiatric information fo the
Alllance for Better Long-Term Care and the
Exetcutive Offica of Health and Human Services
{EQHHS) without the written consent of Resident
iD#2. ‘

Rarord review of Resident ID #2 revealed a
writlen consent letter was signed by the resident
for the release of histher medical information to
the residenca.

Record review failed to revesl evidence that a
writtan consent letter was signed by the resident
to provide medical and psychiatric infarmation
from the residence fo tha Alfflance for Batter Long
Term Care Office and the EGHHS,

During a surveyor interview an 5/6/2026 st
approximately 11:15 AM with the resident, sthe
indieated that s/he gave consent to the bahavioral
health provider to release information to the
residenca, $he wae unable to recall i a/he gave
consent to ralezse hisfher medical information to
the Alllance for Better Long Term Care Qffice and
EQHHS.

During a surveyor interview on 5/6/2028 at
approximately 12:30 PM with the Administrator,
she was Unabie to provide evidence of a written
release of information o the above stated
entitles, as reguirad by reguiation, She
acknowledge ghe had provided the iformation to
thosa entities. Additionally, she acknowledged the
information that was sent to the above-mentioned
agencies was not redacted to include only the
required information that was needed.
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Reguirements

2.4.18 (D) Reporiing Requirements

who has reasonable cause to believe that a
resident has been abused, exploited, neglected,
or migtraatad shall immediately, but not kater than
four (4) hours after the allegation is made, if the
events that cause the allegation Involve abuse or
result in serious bodHy injury, or not later than
twenty-four (24) hours if the events that cause the
allegation do not [nvolve abuse and do not result
in serlous bodily injury, report such to the Director
and to the Office of the Long-Term Care
Ombudsman. Any person required to make a
report pursusnt to thig section shall be desmed to
have complied with these requirements if a report
Is made to a high managerial agent. Once
natified, said agent shall ba reguired to meet the
above reporting

requirements. The residence shall establish a
written policy or procedura for raporting abused,
exploited or neglected residants that complles
with the provisions of this section. The report may
be submitted by telephone but shall be foliowed
up In writing.

1. Upon receipt of such information or
allegation, the Director shall forthwith conduct
such investigation as may be necessary and
submit a report of findings of the investigation(s)
’Imlthe Attorney General of the State of Rhode
sland.

This Requirement is not met as evidenced by
Basad on record review and staff interview, the

numerous complaintz from other resldants, The Alli

&s the advocale for alf residents was made aware
& | complaints, The faciitty eddressed the incidents howsvear il

N didd not send the DOH & copy of the complaints.

Correclive Action: Bella Villa will roview the regulatidn
regarding Reporli
to staif wil be con

i . .. , ¢ Residani-{o-resident abuse was filed on 02/14/26 ig the DOH
D. Any employee of an assisted living residence (@ and with the filing was ncludad documentation of

er

uirements 2.4.1% (D), An inkarvice
to ravisw existing policy ofifacility
regarding aflegations of abuse and raporting requi i5.
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residence failed fo reporf incidents of abuse that
did not result in bodily injury to the Rhode lsland
Departmant of Health for the singular resident
reviewed for perpetusting abuse, Resident [D #1.

Findings are as follows:

Record review of Resident 1D #1 revealad that
verbal forms of abuse were reported on the
followlng dates:

- 52712024 verbal slfercation between Resident
1D #1 and another resident and Residant 1D #1
challenged the other resident to take it outside
and that s/he would beat him/her up.

- 14/2/2024 verbal altercstion between Resident
ID #1 and another resident and Resident 10 #1
threatened to hit the other resident.

- 2/28/2025 varbal altercation between Resident
D #1 and another resident with Resident 1D #1
saying to tha other resident s/he was going to
“mess [him/her] up®,

- 6/20/2026 verbal altercation with another
resident and statad, "I will kill you when you ga to
the store." The Bast Providence polica
department was contacted and both residents
were spoken o by the police officer.

= 2/13/2028 a resident approached Administrator
indicating that s/he anxiety is Increasing due
Resldent 1D #1's behavior and that sthe is
managing the anxiety through psychological
counseling.

- 3/3/2026 The resident was issuad a 30-day
notice for discharge from the residence,
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Record review of the Rhode Island Department of
Health's (RIDOH) database for residence
reported allegations of abuse failed to have the
reports of all the above-mentioned incldents of
threatening behaviore and verbal abuse towards
cther residents parpetuated by Resident ID #1,

During a surveyor interview on §/6/2028 at
approximately 11:30 AM with the Adminiatrator,
she was unabie to provide evidence that RIDOH
was notified of the alleged abuge incidents.

§ 635] Residential Care Seyvices 2.4.268.A.3.C 5635 K
. lusti RN are dona on med te
Madication Sarvices %‘ﬁ;ﬁ:ﬁ:ﬁ t'gc::ls;%":; sla Vil have worked at 1
more than 3 manins.
. 4
2.4.28 (A) (3) {C) Medication Services During evening medpass oh 01/08/26, a resident
§ ol e o e
c. For the first three (3) months of mployment, a N anc wen e e 1he D A
licensed nurse designaled by the heaith care A 3"“,?;:':;3 zﬁrtie?;:;ﬁf;;%ab:‘,;‘?:‘gegmam“‘ fuer
facility, adult day care program, or assisted living g & correct medications. The incident was addressdd by
residence, as appropriate, shall conduct and 00 Sieradin o e o ot oG e
“dooumant monthly evaluations {Is aceordance 1 03/07/28, the same resident went Info
with the evaluation checkilst on the Department &%“&"w’.‘fé‘iﬁs’%’&ﬁﬁ ?sgnpg l?hgs?dvannin ratag' he
wabsite) of a medication alde who administers was prezaring to give meds because the med tech kallsd
medication, After the first three (3) months, the to say going 1o be a few minutes lete.
evaluation shall be conducted no less than c(ﬁmivg Agtion: ?taftf is aware thﬂltwedmﬁg}x
quarterly, Coples of seid evaluations shall e cabinels are to be kept locked at all times ex !
placed in the medication aides' personnel ﬂ'é&““mg'ei‘é"iﬂ?:#'.ﬁé'&“’ﬁo‘“n°&§”§'§;?up'§'§§?m S A
records, golng on or aboul la start. Staff will ba inserviced &7 o]k
to reinforce policy on locking medicallan cabinats.

g
Resldents will be educated on the M1F1 licansa of jhe
facility, housa rules pertaining to medication adminiztration,
and need for rasident compliance to regulation an

policy on medication administration, Tha res(dent
concarnad wil be evaluated on ility to saif-

administer meds. ,7 2l

This Requirement is not met as evidericad by:
Based on record review and staiff interview, the
residence failed to store medications secuirely for
the singuiar resident reviewed relative to
medication storage, Resident 1D #1,
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Findings are as follows:,

Record review of the physician's orders for
Resident ID #1 revesled that sime doas nof have
a prescribed physician's order to salf-administer
hisfher own medications,

Record review of a ssrvice plan dated 5/25/2023
revealed that the rasidence is responsibe for
administering Resident iD #1's medications.

Record review of the "Charting Notes” revealed in
part the following:

- 1182026 the resident gaing into kis/her
medication bin and taking hisfher own
medications; not waiting for staff to administer

- 3/7/2026 the resident went into histher
madication bin and took histher own medications
for the evening, as the medication aide was
running a few minutes late

During & surveyer Interview on 5/8/2026 at
approximately 12:15 PM with the Admlinistrator,
she indicated that the incidant that accurred an
1/6/2026 was related fo the change of shifts and
the Medication Alde moved away from the
Medication ¢abinet that was not secured, The
second occutrence was related to the medication
storage cabinet not being secured during
medication administration and the Medlgation
Aide being delayed in administering the avaning
medications, resulting in the resident accessing
the rnedication cabinet that was uniocked and
took hisfhar medications,
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