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CFR(s): 483.10(g){14K5-(4){15)
§483.10{g)( 14} Nolification of Changes.

{i) A facifity must Immedlately inform the resident;
eonsult with the resident’s physickan; and nolify,
conglatent with his ar her authority, the resldant
representative(s) when thera is-

- {A} An accldent involving the resident which results in
frjury and has 1he potential for requiring physican
Intervention;

{B) A signiticant changa in the resldent's physical,
mental, or paychosocial status (thatls, a
daterforation int heatth, mental, of psychosodial status
in efther Iife-threataning conditions or clinical

| complications);

{C) A need to aller breatment significantly (that s, a

need to discontinue an existing form of reatment due

io advarse consaquences, or to commance a new form of
treatmeant); of

{D} A decision fo transfer or discharge the resident
from tha facllity as specified In §483.15(c){1X#).

{1y When making notification under paragraph
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AND PLAN OF CORRECTIONS 245081 - A BUILDING 07/25/2025
B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADRRESS, CITY, STATE, ZIP CODE
Brantwood Heafth Center 406D Post Road ,Warwick, Rhode island, 02888
(X4)yip SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFEX; (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
FOCO0 INITIAL COMMENTS FOO% | The fifing of this Plan of Comection (POC)
A recertification and compleint surveys, Intake i3 does not constitute that the deficiencies
rafarence numbers 200268, 2002485, 200276, 2667467, and alleged did in fact exist, rather this POC is
imggsﬁ 0‘;:“?06!9(:} *2315 Bﬂ'm Health ?ﬂtﬁrm filed as avidence of the facility’s continuing
ugh 742512 atermine compliance ; : : : :
with 42 C.ER, Part 483, requirements for Long Term commitment to high quality resident care in
Care Fagllities, State Feensure and emergency foll c‘?mphaﬂce with state and federal
preparedness surveys were alsa conduacted at thls IEgulatlons.
taeifity, In-services have been underway and are
ongoing. We alleging . ‘compliance
Deficlencies were idenfified as a rasult of this effcc._t_we August 24,2025,
survey,
Census: 88
FO580 Notify of Changas {infury/Decline/Room, etc.) FO580

As a Plan of Correction (POC) for Tag
F580:

a) Resident TD#8 has since returned to our
facility after hospitalization for the noted
change in condition indicated on the
2567, We have parted ways with Staff A.
We recognize that all residents may be at
risk for a change in condition and that the
MD must be notified of said changes
timely, We have since reviewed all
residents to ensure that any clinical
changes in condition that any resident
may be experiencing has been
communicated to the Atftending MD
timely.

b)

LR LN

A

Any deficlency statemant anding with an asterisk (*) denctes a deficiancy which the institution may be excused from comrecting di

is datermined that other

safequards provide sufficlent protection to the palients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosabls 90
days following the date of survey whether or not a plan of correction Is provided. For mursing homas, the sbove findings and plans of corraction are distiosable 14 days

following the dats thess documants are made available 1o the facli
pattidpation,

ty. i deficlancies are clted, an approved plan of comraction Is requisite to cantinued program
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, 8TATE, ZIP CODE

resldent

representativa(s).

§483.10(g)(15)

Admission to a composits dlafinct part, A faciilty that

Is & composite distinet part {as defined i §483.5)
must disclose in its admisslon agreement its physical
configuration, inchiding the various jocations that
comprise the composite distinet part, and must specily
the policies that apply to room changes betweon its
difisrent Incations undar §483.15(¢)(9).

This REQUIREMENT is NOT MET as evidenced by:

Based on record raview and staff Interview, it has been
determined that the faclity falied to Immediately

Inform the resident's physlcian of hisfher change of
condition, which resulied in the transfer of the
rasident to an acule care hospital for 1 of 4 residents
reviewsad, Resident ID #8.

Findings ara as follows:

Record raview of a facility reported incldent submiited
{o the Rhode island Depariment of Hesith on 7/20/2025

‘states in parl, “.. incident of unioeawn origin. . facllity

Informad,..about an Injury of fractured ribs and
lacerated epleen...Family and MD [medical docinr] all
aware. investigation fo be complefed.”

Resord raview of a community reported complaint

-stbmitted fo the Rhade Island Departiment of Heatth on
712512025 alieges in part, that the resldent arrived at

is rtesponsible for executing this
improvement plan. The audits results of
those residents with changes in condition
will be shared with the QAPI Committee
each month for a period of 1o less than
3 months at which time we will re-
evaluate our progress and improvement.
The QAPI Committee will determine the
need/frequency to continue the formal
auditing based on our level of
improvement.

Brentwood Haslth Genter 4000 Past Raad , Warwick, Rhods Island, 62886
{X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION : {X5)
{PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE "COMPLETION |
TAG REGULATORY OR LSC IDENTIFYING INFORMATICH) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
T T - ¢} The nursing leadership 1eam 15 PrOVIGITE
FO5B0 Continued from page 1 . FO580 the nurses, CNAs, and CMTs of the
S5=0 g)(“)ﬂ) of this sfzfm‘ :lh . m‘%g‘;ﬁ tensure policies and regulations regarding
at ail pertinant Informatlon spe n " . N 27
§483.15(c){2) is avallable and provided upon reguest to nohﬁcaqon of changes n co{ldx_h on to
the physiclan, the Provider. The education will include
{1y The facilty must slso prompty notity th examples of changes in condition and the
| a Hiky must al no (] H
ftdent an 1o ecidont roprosenlae, f a; e reqrements (0 e o o
there Is- ) :
discuss residents with changes in
(A) A change in reom of reommate assignment as w / condition at our morning meetings and
specified in §483.10(e)(6); or ?) weekly Risk meetings to ensure
e o spastas i e (oX10 of %}A e o s cvideace of
imw ot regulations as s in 6 €
this saction. notification to the Provider of these
changes.
(v} The faciilty must record and perlodically updata . . .
the eddress (malilng and emalf} and phone number of the d) The Director of Nursing (DNS)/ designee
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85=p the hospital after a suspected unwitnessed fall, Sthe
had brulsing ori left flank, a grade 4 splenle
laceration (classifled as a severe Injury involving
significant vascular infury and active bleading), and
displaced fractures of the laft 10th and 11th dbs.

Record raview of a faclity policy dated 10/17/2023

{itled "Resldent Change i Conditfon” states in part,
“...Changes in condition require assessment by the Nursa
' and notification to the MO (both to be done tmely).
*“Timely” depends upon the levsliseverily of the change
and the Nurse shauld Use professional assessment and
[udgment to make that decision, Timely is certalnly na
 later than the shif of the change...”

Racord review revealad the resident was re-admitted to

the facility In June of 2025 with & diagnosis

inclsding, kut not ¥mited to, sepsis {a systemlc

=infection thet can to flssua damage, organ faffure and
possible death).

Record review of the residant’s progress note dated
TI20/2025 at 7:52 AM aulhored by third shift, Licensad
Practical Numse (LPN), Staff A, revealed that the
“rasldent was found by the nursing assistant in bed
“full of watery stool from head to tos" at 6:00 AM and
' hlafher vital signs wers obtalned which revealed,
resplrations of 24 {normal range 12-18), pulse odmetry
“of 77% (a narmal oxyaan saturation level ranges between
5% to 100%,; a low reading below 95% increases the risl
of damage 1o your tissues and organs), and & biood
pressura of S8/58 (normat biood prassura is 120480).

Further record review of the progress noles datsd
7r20/2025 at 7:30 AM authored by first shift,
Registerad Nurae (RN), Staff B, ravesied that upon his
amival, the resident was found ts ba moaning and not
responding. Tha residant was placed on 2 liters of
oxygen via nasal cannula {a medical device that
provides supplemontsl axygen therapy to peopla who have
| lower oxygen levels) due ta an axygen saturation of

7%, emergancy medical zervices amved and the
resident was fransported to the emergency department,

Buring a surveyor intenview on 7124£2025 at 10:07 AM
with Staft A, he revealed that &t approdmately 5:00
AM, a nursing assistant notified him that te resident
was found In bed with a large amount of watsry stools.
He further indicated that he later went in to

administer a madication fo the resident a little after
5:00 AM," and the resident was cbsarved fo be

‘1 “uncomfortable, restiess and kicking [hisfer] arms and 4
iifting Thisfar] hips off of the bed." Addiffonaly,

he revesled that he asked RN, Staff C, to assist him

FORM CMS-2567 ((12/09) Previous Versions Chsolate Event [D: 1D{BEF-H1 Fagliity 1D: 415061 if continuation shest Page 3 of 18



PRINTED:; 0B/01/2025

BEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. (8380391
STATEMENT OF DEFICIENCIES %é kﬂi&%ﬁs&mggmUA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 215064 ) A BUILDING 0712812025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
Brantwood Health Contar 4000 Post Raad , Warwick, Rhoda Istand, $2886
41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE 'COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE DATE
. APPROPRIATE DEFICIENCY}
FOs80 Continued from page 3 FO580

8%5=D with the resident arcund 5:30 AM ~ 5:45 AM. He further
revealad that Staff G Instructed him to call the

provider, but e was uneble to do so, as the tablst did
nol work,

During a survayor Intarview an 7/24/2025 at
approximately 11:00 AM with Staff C, she revaaled that
Staff A came down to get her (o "look at [Resident D

#8] around 8:00 AM" because sfve was restless and kapt
maoving hisfer arms and lifting his/her knees up.
Addiflonally, she revealed tat she was unaware that
Staff A did not notify the on-calt provider,

During a surveyor Interview on 772412026 at 11:10 AM
with the resident’s medlcal dector, Staff D, he

revealed that he would expect thae staff to call him i
they wera unable to contact the on-call provider
refated o the resident's change in condition.

During a surveyar interview on 7/25/2025 et 11:35 AM
with the Director Nursing Servicas and tha Asslstant
Direcior of Nursing Servicas, they were unable to
provide svidence that the resident's provider was
immedlately nofified of hisiher changa in condition

untlf tha day shift rurse Staff B anivad for his shit

at 7:00 AM, which was approximately two hours after the
fnitial change in conditlon was ideniified.

Recotd review of an "RI EMS [Rhode Island emargency

medical services] Palient care repart” reveatad that

dispatch was notilfied at 7:34 AM and the unfi was

dispetched to the faciiity at 7:36 AM. Additionally,

the report reveated upon EMS amrival that the resident

was hying In bad unresponsive with left and right-side
weakness.

‘Cross reference F 658, F 684, F 630, F 7286,

Fo858 Services Provided Maet Professional Standards {FO658
85=D As a POC for Tag F658:
- CFR{g): 483.21(bX3)() a) Resident ID#8 has since retumed to our
facility after hospitalization for the noted
§483.21{PX0) Gomprehensiva Care Plans ' chang in condition indicated on the
2567. We have parted ways with Staff A,
Residents ID#16, 29, and 75 have been
0§ reweighed and we are following the
policy related to weight monitoring.

The sarvicas provided or arranged by the fediiity, as Q/
outlined by the comprehensiva care plan, must-

L

(i) Mest professional standards of quality. @
This REQUIREMENT Is NOT MET as evidenced by:
Based on recor? ravdew and staff interview, it has been

'} determined that the faciiity falled to snsure that
sarvices provided by the facifty mest professional
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Foess Continued from page 4 Fogsa b) We recognize that all residents may be at

§$5=0

standards of quality relativa to following physician's
orders for 1 of 4 residents reviewed related to oxygan
utilization, for 1 of 1 resident reviewed refalive to
orthostatic bicod prassure (measurements of blood
pressue taken whila a patient is in different
pasitions), Resident D #8, and for 3 of 7 residents
reviswed relative to walght discrepancles, Resldent iD
#s 16,29, and 75,

Findings ara as follows:

According to Mosby's 4th Edition, Fundamentals of
Nursing, page 314 states, "The physician is raspansible
for divecting medical treatment. Nerseos are obligated

to foliow physician's orders unjess they beliave tha
crders are in spror or veould harm the clients.

1. Record review of a facility reportad incident
submitted to the Rhode sland Depariment of Health on
TI20/2025 etates in part, "...Incident of unknown
origin...faclity informed. ..about an Injury of fractured
fibs and lacerated spleen...Famlly and MD [medical
dactor] all aware, vastigailon to ba completed”

Record revlew of a community reported complaint
submitted to the Rhode Island Department of Health on
71252025 atteges In part, that the resident anved at
the hospital after a suspected unwitnessed fall. She
had bruising on left fank, = grade 4 splenic

laceration {classified as & severe injury Irvolving
significant vascular Injury and active bleading), and
displaced fractures of the loft 10th and {1th ribs,

Record review revealed that Resident D #8 was
re-admltted to the fadity In June of 2025 with a
dlagnosls incfuding, but not limited to, sepsis (a
sysiemic infaction that can lo tissus damags, organ

fatlure and possible death),

8. Record review revealed g physiclan's order datad
112812026 o adrainister axvgen 1 to 4 Bers per minute
'via nasal cannula (@ medical device that provides
supplamantal oxygen therapy o people who have lowsr
oxygen levels} as needed.

During a surveyor intenview on 712412025 al 10:07 AM
with Licanaad Practical Nursa {LPN) Staff A, he
rovealed thet he went in to administar & madication to
Resldent 1D #8 “a litte afler 5:00 AM." Resident ID #8
was absarved lo ba "uncomfortable, restless and kieking
thisther] arms and lifing [hiather) hips off of the

bed,” Additionally, Staff A, revealed that he was shis

ta obtain pulsa cxdmatry readings (used to monkor
artetlal oxygen satiration non-invasivaly) of 78% and

risk for negative outcomes if/when MD
orders are not followed precisely (such
as oxygen delivery, orthostatic blood
pressures being carried out andfor
weights being monitored routinely). We
have since reviewed all residents with
any of these orders in place for
assurances that these MD orders are
being executed. We have responded
accordingly to any occurrences that

educating the nurses regarding the
importance of executing MD orders
timely and as directed in the order. We
are reviewing all residents with orders
for oxygen to ensure administration of
the oxygen ordered per resident need,
We are reviewing all residents with
orders for orthostatic blood pressures for
assurances they are being completed and
reported to the MD timely. We are
reviewing the weights for all residents to
ensure the policy regarding reweighs is

- KJ required our intervention/follow-up.
,.A ¢) The nursing management team are re-

being followed and weights obtained -

timely (with discrepancies responded to
per policy with timely notification to
MD). All of these care areas will be
reviewed at our weekly Risk meetings

and monitored through our QAPT.

program.

d) The Director of Nursing (DNS)/designee

is responsible for ensuring this action
plan is executed timely. We are
conducting audits of MD orders specific
to oxygen, orthostatic blood pressures,
and weights to confirm follow through
and proper response. These results will
be shared with the QAPI Committes
monthly for at least 3 months, after
which time, the Committee will re-
evaluate the need to formally monitor the
issue based on our level of compliance
and improvement in both areas of
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85 =0 84% (& normal axygen saturation [Sp0O2] level range is
betwaen 95% to 100%; a reading below 85% Increasas the
risk of damage to your tissues and organs) for the

resident, When questioned by the surveyor why axygen
was not administered to the resldant when the resldent
had an SpO2 readings of 79% and 84% indisating thet
sihe was hypoxic (fow biood oxygan level), Staff A was
unable to answer and acknowledged that the oxygan was
not administered as ordared,

b. According to Jensen's Fourth Edition, Nursing Health
Assessmant, pagae 118 states, "Orthoslatic vital signs
are measured iy patlents to assess for a drop In B8P
{ttood prassurel. . .with position changes...Some
madicalions can have the advarse affewt causing
arthostatic hypotension... Assess BP...with the patient
[lyingl, sitting, and standing..,waiting 1-2 minutes
after each position change to assess the readings...Drop
-in SBP {systolic biood preasure] of 15 mmHg
[millmeters of mercury} or greater, drop of DBP
{diastolic blood prassure] of 10 mmkg or
greater...indicates orthostatic hypolension,..”

Record review revealed a physidan's ordar dated
TH 52025 to abtain orthostatic blood pressuras once a
day for 3 days then weekly for fotsr weeks.

‘ Review of the July 2025 Medlcation Administration
Record from 7152025 to 7120/2025 falled to revead
gvidence that orthasiatic blood pressuras wers
ohbtalned.

During a survayor inferview on 772472026 st
‘approximately 2:10 PM with the Director of Nursing
> Services {(DNS), she was unabie to provide evidenca that
‘the physiclan’s ordars were followed for Residant ID #8
for tha utilizatlion of axygen when neaded and that
ortosiatic biood pressures wera obtained.

2, Review of the facility policy tiled, "Welght
Losa/Gain Protocol..." reveated the following:

-The resident will ba weighed on the day of admisslon

~Tha resident will ihen be walghed weekly for three
waeks and after the firsf four weeks of sdmission, the
frequency of welghts wil! then be decided by the
interdisclplinary team.

-A significant welght discrepancy Is defined as:A
walght change of 3 pounds or more In one weekA
lossigain of 5% or greater in ane menth,-When a
significant welight lossfgain i noted, a rewsigh shall
ba done within 48 hours of the Inttlal walght.
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' Continued from page 8

-If the rewetgh s accurate and there hus been g
significant walght loss/gain, nursing must notify the
physlclan, disticlan, DNS, and the resident
reprasantaifva.

a. Racord review revealed that Resident 1D #16 was
admitied to the facillty in July of 2025 with a
diagnosis including, but not limited to, Type It
dishotes mellifus.

Recond review of tha resident’s weighls revealed the
following:

71412025 188.5 bs. (pounds)

-7/20/2025 155.8 s, (32,7 Ihs. difference with no
avidanca of rewalgh)

Further record review failod fo revaal evidenca thata
rewsigh was completed untit i was brought fo the
faclity’s atiention by the aurveyor on 7/24/2025,

During a surveyor interview on 7/24/2025 at 1:14 PM
with Licensad Practical Nursa {LPN), Staff E, she
indlcated that the residents are weighed on admission
but if there is an admissicn welght discrepancy, a
raweigh must ba cbtained. She acknowledged thet there
was no rewaigh on 772072025, and that che would have
expectad the staff o have rewsighed the resident on
that day or {ha next day.

During & surveyor Inferview on 7/25/2025 at
approximately 1:00 PM with the Dietitiah, she

- acknowledged that she noted the 32.7 The. walght

discrepancy and had requested a rowsigh ta be obtained
for Resident 1D #18, Howewr, she admowledged tha
welght was not obtained untl i was brought ta the
faciity's attention by the surveyor on 7/24/2025,

“b. Record review revealed Resident |D #29 was

readmitied o the facility In July of 2025 with a

diagnosis inckiding, but not limited to, urinary tract

Infection.

Review of the rasident's walghts ravealed tha
folowing:

-7110/2025 welght 207 Iha,

-TH15/2025 welght 215.5 ths. (8.5 ths. difforence with
no avidencs of rewelgh)

712212025 weight 211.8 Ibs. (3.7 bs. difference with

FO658
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no avidercs of rewelgh}

During a surveyor interview on 7/25{2025 st 11:02 AM
with LPN, Staff F, she acknowladged that sha entered
the 215.5 [bs. weight on 7/15/2025 bul did not rewsigh
the rasident.

¢, Record review revealed Resident 10 #75 was admitled
tes the facllity in December of 2022 with a diegnosis
Ingluding, but not limited to, abnormal weight loss.

Review of the resident's waights revealed the
following:

--BHT7f2025 woight 193.6 1bs,

81242025 walght 197.4 Ibs. (3.8 tbs. discrepancy with

1 no evidence of rewelgh)

-718/2025 — waight 197.5 bs.

-F422/2025 ~ weight 180.6 fos. (6.9 bs. discregancy
with no evidence of reweigh}

During a survayor Interview on 7/25/2025 al 12:44 PM
with the Dietltlan, sha acknowledgsd the waight
discrepancies but Indicated she was nof notifiad by

_nursing stalf, Sha indicated that the rasldant should

hava been rewaighad after the $80.6 fbs, weight

I documented on 7/22/2025. .

"During & surveyor interview on T/25/2025 al 14:19 AM

and 2:08 PM with the Director of Nursing Sarvicas, she
Indicated that it would be her expectation that when a
welght discrepaney is identified, a rewsigh will be
obtained.

Cross reference F 580, F 684, F 690 and F 726.
Quality of Gare

CFR{s): 483,25

§ 483.25 Quality of cara

Quality of care is a fundamental prineiple that appiles
to all treatment and care provided to facility

resldents, Basad on the comprehansive assassment of a
resident, the facility mrist ensura that residenis
racafve treatment and care in accordance with
professional standdards of practice, the comprehensiva
person-cottterad cars plan, and the residants' choices.

This REQUIREMENT is NOT MET as evidencad by,

FOBSB

F0g84 |

7

As a POC for F684:;

2) Resident ID#8 is being reviewed at our
weekly Risk meeting so as to ensure we
are following through with afl MD.

orders and responding accordingly to
any changes in condition.

- 4

i e et M i At i
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| Based an record review and steff interviow, it has heen

datarmined that the fadiiity falled to provide the
necessary featment and care it gccondancs with
profassional standards of practice relative fo
ohtaining orthostatic vital signs per a physiclan's
arder, ldentifying a change In a resident's condifion
and physislan notfication, for 1 of 1 resident
reviawad for hospitalization, Raesident ID #8.

Findings ara as follows:

According to Moshy's 4th Edition, Fundementals of
Nursing, page 314 states in past, “The physician is
rasponsible for diracting medical reatment. Nurses are
nbligated to follow physiclan’s ordars uniess they
hefieva that the orders are in errar or would harm the

cllents,”

According (o Jengen's Fourth Editian, Nursing Health
Assessment, page 118 statss, "Orthastatie vital signs
ars measured in patients to assess for a drop In BP
[blood pressure], . with position changes...Soma
medications can have the advarse effect causing
orthostatic hypotension...Assess BP...with the patient
{lying}, sitting, and standing...waiting 1-2 minudtes
aftar each posiion change to assess the readings...Drop
In SBP [sysiofic blood pressurs] of 16 mmHg .
jrifimaters of mercury] or greater, drop of DBR
[dastolic biond prassure] of 10 mmHg or
greater. . Indlcates orthostatic hypotenslon...”

Record raview of & facliity reported incldent submiited
to the Rhode Istand Departmant of Health on 7720/2025
siatas In part, ", .. Incldent of unknown arigin. . facility
Informed...about en Injury of fractured ribs and

 1acerated splesn...Family and 8D {madical doctor] all

awars, Invastigation o be complated”

Record raview of a community reported ecmplaint

“aubmitted to the Rhode Island Departmant of Health on

726/2025 aYeges in part, that the rasident arrived at
the hospital after a suspactsd unwitnassed fall, Sthe
had bruising on tha faft flank, a grade £ splanke
laceration {clagsified a3 a severe injury involving
significant vasculer Injury and aclive bleeding}, and
displaced fraciures of the feff 10th and 11th ribs,

Retord raview revazled the resident was re-admitied o

Brentwood Health Center 4000 Post Road . Warwick, Rhode isfand, 02686
{X4)iD BUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
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APPROPRIATE DEFICENCY)
S T B)  We have simce reviewea au [R————
;gs_aj) | Continued from page 8 Fogg4 risk to fall to ensure their care plan

interventions and any MD orders related
to fall interventions are being executed
accordingly and timely. We are
responding to any concerns identified
during our reviews.

¢) The nurses are receiving re-education
regarding following through with MD
orders and timely execution of
interventions related to fall reduction.
We are reviewing MD orders related to
falls to confirm they are being carried
out as ordered. Those residents with
orders for orthostatic blood pressures
are also being reviewed. The IDT will
be reviewing residents at risk for falls at
our weekly Risk meeting, to ensure the
care plan interventions are updated
timely (and executed) and any MD
orders refated to falls and/or changes in
condition are carried out and document
accordingly, :

d) The DNS/designee is responsible for
ensuring this action plan is executed
timely. We are conducting audits
residents at risk to fall to confirm MD
orders and care plan interventions are
carried out, These audit results will be
shared with the QAPI Committee
monthly for at least 3 months, after
which time, the Committee will re-
eveluate the need to formally monitor
the issue based on our level of
compliance and improvement.

[
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FOBB4 Continued from page 9 F0584

SS5=D the facllity in June of 2025 with a diagnosis

Inciuding, but not limitad 1o, sepsis (a systemic
infection that can lead in Hissua demage, organ fallure
and aven death).

Record review of the care plan last revised on
712112025 with a focus grea Indicating the resident hes
a history of falling and is at risk of fulure falis

with interventions Including, but not limited to,
arthostatic vital sign monitoring (meastrements of
bloed pressure and fieart rate taken wiilia a patient [s
in different positions, primarly {o assess for
arthostatic hypatension and other cardlovascutar
issuas) due [o the use of Seroqusl (an antipsychotic
medieation) and update the physician or nurse
praciitioner (NP) with changes as needad,

1.Record review of the progress notes revealed that the
resident sustained falts on the following dafes:

«711312025 found kneeling in front of the sink

~TH3/2025 resident noted on the floor in the middls of
hisfher Foom

-711412025 found on the floor of hisfer bathroorn

-7114/2025 resident was found knesfing next to hisfher
bed

Racord review revealed a physiclan's order to moniior
the resident's orthoatatic blood prassure dafly for

threa days dated 7/15/2025 with a discontinue date of
THTI2025, then weeldy for four waaks, -

Review of the July 2025 Medication Administration
Record falled to reveal evidenca that arthastafic bload
prassures were obtained, as ordered.

During 2 surveyor intarview on 7/24/2025 at 11:30 AM
with the Director Nursing Services, she was unabla to
provide evidance that the erthostatic blood prassures
were obtalned for Resident |0 #8,

FORM CM8-2567 (02/58) Pravious Versions Obsulete Evart 1D: 1D18EF-H{ Faclity 1D: 415051 If contirsation sheat Paga 10 of 18
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F0B84 Continued from page 10 [FoGa4
88=D | Cross reference F 580, F 890, F 726, ]
FO680 8 Bladdar inconiinence, Catheter, UT!
s?:g owel/Bladdar inconiinenca, Catheter, UT) {FOBS0 As a POC for Tag F690:

CFR(s): 483.25[e¥1)-3}

' §463.25(9) Incontinence.

§482.25{e)(1) The facility must ensure that resldent

wha s condinert of bladder and bowel on admission
receivas services and asslstanca to maintaln continence
unless his or her clinical cendition iz or bacomes such
that continence & not possible to maintain.

§453.25(e)(2)For a resident with urinary incontinence,
based on the residant's comprehensive assessment, tha
fachity must ensure that-

(i} A resident who enters the fadiiity without an
indwalling catheter Is nat catheterized unless tha
residant’s clinlaal condition demonstrates that
catheterization was necessany;

(i} A resident who enters the facility with an
Indwelling catheter or subsequently recoives one is
assessed for remavel of the catheter az sooh as
possible unless the resident's clinlcal condition
demenstrates that catheterization I3 necessary; and

{1} A resident who is incontinent of bladder receives
appropriate traatmant and services to prevent urinary
fract Infactions and 1o restore continence to the
extenf possible.

' §483.25(e}{3) For a resident with fecs! Incontinence,

besed on tha rasident's comprabenaive agsessmant, the
faclfity must ansure that a resident who is Incontinent

of bowet receivas appropriate treatment and services i
restore as much notmal bowe! funetion ag posaible.

This REQUIREMENT ts NOT MET as evidenced by:

Boszsd on racord review and staff inferview, it hus been
determined that the facility falled o provids the
appropriate treaiment and services for 1 of 4 resident
reviewsd for conslipation, Resident 1D #8,

.

'8) Resident ID#8 has returned to our
facility after a hospital stay. We are
monitoring Resident ID#8’s  bowel
function carefully.

b) We recognize all residents are at risk for
a similar situation regarding inadequate
monitoring of bowel function and we
are rteviewing all residents bowel
function to ensure proper
documentation of bowel elimination.
We are responding accordingly to any
issues requiring our intervention.

¢) The nurses, CNAs and CMTs are being

re-educated regarding the policy related

to monitoring bowel
functioning/efimination. We are also
re-educating the care team on the proper
way to document bowel elimination gmd
the need to review this daily. Nursing
management will review  bowel

elimination routinely to ensure the
policy, protocot and/or resident-specific
orders for laxatives are being executed
properly and timely.

d) The DNS/designee is responsible for
executing this action plan, Roufine
review and audifing of bowel
elimination per resident will be done.
All cbservation/audit resulis will be
shared with the QAPI Committee each
month for a period of 3 months after
which time, the QAPI Committee will
evaluate our level of improvement and
determine the need/frequency at which
to continue or discontinue the formal

audits.
Findings are as follows:
Reviow of the facility poltey titled, “Bowet function
management’, states in part, "It is the polloy of this
facility {o manage sach residents bows! function In
FORM CMS-2567 (02/29) Previous Verslons Obadlete Event ID: 1D48EF-H1  Fachity ID: 445081 ¥ continuation sheet Page 11 of 18
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FO&80 Coritinued from page 11 FOG30

S8=D order to promote regular, vofuntary, eontrofled bowe!
. _gvacuation of normal consistency. Normal bowel function
-1 Involvas passage of soft, formed stoals in adequate
volumes without siralning...Every resident’s bowel
function is to be monltored every day on every
shift...The charge nurse is responsible to moniter the
residents bows! activity dalfy... Interventions to
promote adagquate bowed function; 1, Determine the
ragident's bowel function by regular review of the
bowe! documentation...Assess the success of
the..nlerventions,.,

‘Recard review revealod the resident was readmifted o
the facility In June of 2025 with a diaghosis
inciuding, but rot imited to, sepsls (a systemic
‘infection that ¢an cause fissue damage, argan fallure,
_} and possible death), constipation.

| Renview of the bawel reconds falled fo reveal evidence
that tha resident had a bowel movernent from 7/9/2025
through 7/13/2028, indicating thet she did not have a
bowsl movament for § days,

Recard raview falled to revaal evidencs that the
'} physiclan was notiffed of the resldant's lack of bowel
movements ovar the 5-day ime perdod.

During a surveyor Interview on 77252025 at 1:52 PM
with Nurse Practitioner, Staff G, she indicated that
sha would expect to ba notified when a resident want
withaut a bows! movement for thres days for further
intarventions,

During & survayor interview on 7/25/2025 at 2:20 PM

wih the Direcior of Nureing Sarvices, she revealed

that i would ba her expectation that nursing steff

wauld contact the provider if a resident want without a

howel movemnent for three days for further

interventions, .

Cross rafarence F 580, F 658, F 684 and F 726.
FoT28 Compaetent Mursing Staft FO726

S§=D
CPRis): 483.35(eK3NKS) As a POC for Tag F726:
§483.35 Nursing Services a) Resident ID#8 has since returned to

_ our facility after hospitalization for the
Q} % noted change in condition indicated on
“The facliity must have sufficient nursing staff with \I
the appropriale compstancias and skills sets to provide {1.)
nureing and related services to assure rasident safaty
and aftain or maintaln the kighest precticable
physical, mental, and psychosocial weil-being of each

FORM CMS-2587 (02/09) Previous Versions Obsolete Evert ID: 1D18EE-H1  Facifty ID: 415061 i continuation sheet Page 12 of 18
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individual plans of care and considering the number,
aculty and dlagnoses of the faciiity’s resident
papufation in accordance wiih the fackity ssssssment
required at §483.71.

$483.35(a)(3) The facliity must ensure that ficensed
nurses have tha spacific compelendes and siil sets

| nacassary o care for residents’ neads, as identified
| threugh residant assessments, and described in the plan
 of care,

§483.35(a}{4)} Providing care Includes but is not
fimitad to assessing, evaluating, planning and
implementing resident cara plans and rasponding o
rasident’s naeds.

§483.35(d) Proficisncy of nurse sides.

‘The facility must ensura that nurse aides are able to
demonstrata compalenoy in skills and technlques
necessary o care for residents’ neads, as identifiad
through resident assossments, and described In the plan
of cara,

1 This REQUIREMENT is NOT MET es evidenced by:

Basad on recard raview and staff interview, it has been
determined that the facility fuilad to ensura that

staff ware compelent to provide nursing end related
servicas to assura resident safely 1o stiein or
maintain the highezt practicable physical, menta!, and
psychosacial walibaing of sach resident, as tha
facility staffwere upable to ldentify a change In
condlion, administar oxygen in the setting of hypaxa
{low blood oxygen lavel}, document acourataly, and
administaring medications as ordered for one of four
residents reviewed, Resident [0 #8,

Findings gre as follows!

4.Record review reveaied Residant #8 was ra-admitted fo

[ tha facillty in Sune of 2025 with a diagnosls
| including, buf not limited fo, sepsie {a systemic

infection that can lead {o tissue damage, organ faflure
and possible death),

Record review revesled a physiclan's order dated
112812025 to administer oxygen at 1-4 fiters per minute
via nasal cannula (» medical device that provides

d)

Brantwood Health Centar 4300 Post Road , Warwick, Rhode tsland, 02865
{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION {X5)
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FO726 Continusd from page 12 FO728
S5=0D resident, es determined by resident assessments and b)

We recogmze all tesidents are at risk
of not receiving a proper assessment
and other care needs if the nurses are
not compeient. ~We have since
reviewed all residents to confirm they
are stable and their clinical needs
being met.

The nurses are receiving competency-
based training on clinical assessment,
documentation standards, medication
administration safety, and professional
coge of conduct. This fraining will be
conducted now and again before the
end of 2025, We will include all of this
competency based fraining into our
training program for 2026 as well.
Nurses who do not perform according
to expected standards will be
discipiined accordingly and released
from their employment with us if
necessary,

The DNS/designes is responsible for
executing this plan. The competency-
based training completion per nurses
will be shared with the QAP
Committee who will review each
nurses education packet for assurances
they have all been completed and
passed. The Commiitee will review
this through 2025 and then determine
the need/frequency to confit their
formal review process.
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oxygen levels) as needed for shorineas of braath or
hypoxia {law blood oxygen laval),

Record review of a nursing progress note dated

- TI2012026 at 7:52 AM states In part, “0600 upon am

rourds, resident was found by cna [Certified Nursing
Assistant} in bad full of watery stoo! from head to

- toe. Resident was washed up and bed changed. Residant
| seems to be aghtated and thrashing around in bed. VS

[vital signs] obtained, and temp jtemperature] was 68.4

[F)s Rasp frespirations] 24 fnormal range 12-16], 8P

[biood pressura] 98/58 [normal blood pressura is

120/80), not & parfact bp dua o rasident thrashing

around. [cxygen saturation, SpO2] @ {at] 77% [a normal
$p02 lavel mangos betwean 95% o 100%; a reading below
95% Increasas the risk of damags o your tissues and
argans} .

Buting a surveyor inferview on 7/24/2025 at 10:07 AM
with Licensad Practical Nurse (LPN), Siaff A he
revealad that he went In fo administer & medication to

- Resitent ID #8 “a litle after 5:00 AM." Resident 1D #8
-was.observed to ba “uncomfortable, restless and kicking

[hisfar} arms and lifing [hismer] hips off of the
bad.* Addiffonatly, Staff A, revenlad that ha was abla
lo ohtain puise oximetry readings (used o monftor

- arterial oxygen saturafion non-hwasively) of 78% and

84%. When quastionad by tha surveyosr why oxygen was not
administered to the residant per the physiclan's ordar

when tha rasidant had Sp02 readings of 79% and 84%
indlcating thal sthe was hypade, Staff A was unable to
answar and acknowledged that the oxygan was not
administered as ordered. When questioned what
Intervantion was put fn place for the resident related

to the abnormal SpO2 readings and the appearance of
discomfort, restlessness and the inablfity to obtain

 vital signs, Staff A revealed that he ralsed the

resident’s head of the bed to 80 dogrees. Furthermore,
Staft A acknowledged that he was unable 1o get the
tablat werking to contact the on-call provider refated -
1o the resident’'s change in condilion, When guestioned
by the surveyocr what other intarventions ware
attemnpted, ha revealed thet he continued passing
madications to the other resldenis,

2, Retord reviow revesied a physician's onder dated
611 112025 for Synthrold {8 medication prescribed to
ireat hypothyroldism) 88 micrograms once daily in the
maring.

Racord revisw of the July 2025 Medication
Adminlstration Record revealed that the Synthrold was
signed as administered on 77202028 at 5:26 AM.

Brentwood Health Cenfer 4000 Past Road ,Warwick, Rhode leland, 02858
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85=D supplemental oxygen therapy to paople wha have lowsr
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Continued from page 14

During a surveyor interview on 772412025 at 10:07 AM
with Staff A, ho ravealed that he pre-poured the
Synthrold medication for Residont 1D #8, signed it off
iy the elactronle madieal record prior to administering
tha medicafion, and indicated that he was unawam that
he was not supposad {o sign it off before administering
I to the residant.

3. Record review revoaled a progress note dated
72012025 at 1:34 AM, which states, “Resident slert
wiconfusion at baseline, Call light for assistanca with
transfers and ambuation. Resident verbelizes
understanding but has poor follow through. Newwo signs
{observabla physieal indicators that can help diagnose
neurological disorders] are atable, AROM [active range
of motions refers to unassistad range of movement of 4
|olnt] 1o all extramities. Resident was compliant with
dist orders, Resident slept throughout the night with

no ¢fo [complain of] pain o discomfor.

During an interview with Staff A on 7/24/2025 at 10:07
AM, he revealed that he has a USB {universat serlal
bus) drive with a pre-arittan nates that he coples
informetion from o write his nursing progreas notes.
Staff A acknowladged that he did not assess the
resident’s mnge of motion and neurcloglcal status, and
that he inasccuratsly coplad that information from his
USh driva,

During a surveyor interview on 72412025 at 11:30 AM
with tha Director Nursing Services, she was unable to
provide evidenca that Steff A was compatent in
msseasing, providing accurata documentation of
medication administration and nursing prograss notes,
despite recelving competences.

. Cross referenca F 580, F 658, F 684 and F 699

Food Procurement, Store/Prepare/Serve-Sanitary
CFR(s): 483.60{1){1)(2)

§483.60(]) Food safety requirements.

Tha fecility must -

§483.60()(1) - Procure food from sources approved of
conskdered satisfactory by federal, stats or local
authorities.

(i} This may inciude food Hems obiained directly from
local producers, subjsot to applicable Stste and local

Fov28

As a POC for Tag F812;

a) There were no residents identified in
this tag.

b) Although there were no residents
identified in this tag, we recognize the
potential risk to residents associated
with the issues concerning food
sanitation and the cleanliness of the
main kitchen noted during the survey
and we have since corrected all items
identified as problematic.
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- {} This provislon does not prohibit or prevent
facilities from using oroduce grown In faclily
gardens, sublect fo compliance with applicable safe
growing and foed-handiing practices.

(i) This provision dnes not preduds rasidents from
consuming foods nal procured by the factity.

§483.60{1)(2) - Store, propare, distrbute and serve
feod In accordance with professional standards for food

{ aanvics salety.

This REQUIREMENT Is NOT MET az evidanced by

‘Based on surveyor absarvation, record review and staff
intarview, IL has been determined that the fellity

falled {o store, prapars, distribule and serve food In
accordance with profassionat standards for food service
safety relative fo the nvain kKitchen and for one of two
kiichansties,

Findings arp as follows:

1. The Rhode [sland Food Code 2022 Edition 4-601,11
states In part, °...nonfocd contact surfaces of equipment
shall be kept frorn an accumulation of dust, dirt, food
resldue end other dabyris,,,”

During surveynor observations of the main kitchen on
H222025 ot B:50 AM and 7/24/2025 at 10:57 AM revaaled
Ihe follawing:

-the walls behind the dish machine, stove and
workiables wers ohserved (o have an accumutation of

| food spiiisfaplattars

| -Formica topped food carls ware observed o have chips

in the comars of the carts

-the gaskets of tha lea cheal had an acoumulation of a
black substanca

2, the Rhode Island Food Coda 2022 Edition 4-602.11
statas in part, *...aquipment of the food contact
surfaces.,.shell be clsaned at any tima during the
aperation when contamlination mey have ocourred.,

During a survayor obsanvation on 7/22/2025 at 8:50 AM

" of the main kitchen, the defivery chule of the lea

maching had a pink substanca alang the upper fim of the
chitle.

regarding  the  importance of
compliance with food sanitation
regulations. The dictary team are being
re-educated regarding the cleanliness
required in the kitchen which will also
include a revised cleaning schedule,
labeling/dating of food items,
discarding of food items past the 3 day
storing time, the proper temperature of
dry storage, the need to ensure carts and
other related kitchen equipment is clean
and in good repair, and covering the
| silverware on the meal trays. The ice
machine and the gaskets on the ice
chest have been cleaned upon surveyor
observation of a “pink substance” noted
on the ice machine, The Food Service
Manager (FSM) is responsible for
ensuring all of the education is
completed timely and the cleaning
schedule is adhered 1o in the kitchen.

d) The FSM/designee is responsible .for
executing this action plan. Routine
audits of the kitchen will be conducted
for assurances that these tasks have
been completed properly. All audit
results will be shared with the QAPI
Committee each month for a period of
3 months after which time, the QAPI
Committes will evaluate our level of
improvement and determine the
need/frequency at which to continue or
discontinue the formal audits.
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3.The Rhede island Food Code 2022 Ediffon 3-302.12
states in part, ", ..excepl for containers fiat can he
readily and unmistahably recognized, working containers
haiding food that are removed from the original
packages shall be |dentifisd with the comman name of
the food...”

During & surveyor ohsarvation on 7/22/2025 at 8:50 AM
of the maln kitchen, one reach kn refrigerator unit
revealsd the following:

_~One package of a white colored meat product that was

cut up [nio cubes withaut a izbal

~Udinch pan that cortained a red substance was
without a labet

4.The Rhods Island Food-Code 2022 Edition 4-904.13
states In part, *.. Jablaware that s preset shall be
protected from contamination by belng wrapped or
covered, . *

Duyring surveyor observallons of the funch meal servica
on W2242025, 7/23/2025 and 712412025 the Individuat
{urch trays ware ohserved on an open cart while being
transported on the elevators and along the hallways
with preset sliverwara that were not covepad or

wrapped.

5, Record review of a document from Tha United States

-Dapartment of Agricutture recommends dry food storage

temparatures between 50  (Fehrenheit) and 70 E for
quallty and for the control of bacterial growth.

During a surveyor cbservation on 7/25/2025 at 10:57 AM,
the amblent tomparature of the dry storage room: read 85
F

6. Record raviaw of a facllity document fitted,

"Brartwood Nursing Home Refrigerator Dating Guideiinas®
states In pard, ".. . a product Is opaned, then a Jday
axpination st ba pleced on the product.,.”

During a surveyor ohzervation on 7/22/2025 at 11:30 AM
of the first-foar dining reom rafrigerater, an opened
container of & product with a manufaciurer’s labe! of
“Market Basket Hearty Chicken Noodle soup had 2 date of
71612025,

During a survayar interview on 77252025 at 11:40 AM
with the Dirattor of Food Service he acknowledgsd the
walls, the ice machine and the gaskets on the lea chest
nesded to ba claanad. Additionally, ha atinowledgad

* Brentwood Health Center 4008 Post Road , Warwick, Rioda Island, 02386
e ID SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL. {PREFEX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TQ THE DATE
APPROPRIATE DEFICIENCY)
Foat2 Continued from page 16 Fogi2
S5=F
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STATEMENT OF DEFICIENCIES g; L%%%gfggzgﬁgﬂLm {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED |
AND PLAN OF CORRECTIONS 415081 A BUILDING 07/25/2025
B, WiNG
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Brentwood Health Center 4000 Post Road »Warwick, Rhoda island, 028868
(X4)ip SUMMARY STATEMENT OF DEFICIENCIES o] PROVIBER'S PLAN OF CORRECTION x5)
|PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENGY}
FGaiz Conlinued from page 17 FoB12
Iss=F that the Furmica food carls needed to be replacad, the
temperature In the dry storage room was too hot, the
labsls wers missing on unidentifiabla food items, tha
chicken solp exceaded the facility's 3-day pollcy, and
that the sifverware on teal frays should have been
coverad,
Fo321 SafafFunctional/Sanitary/Comfortable Environ Foozi
597D CFR{s): 483.90())
8) R
( As 2 POC for Tag F921;
§483.90(1) Other Environmental Conditions a) There were no residents identified in
this tag,
The facility must provide a safs, functional, sanitary, :
-and comforlable environment-for residents, staff and b) .Mth(_mgh . thel_‘e were no resrldents
the public. identified in this tag, we recognize the
potential risk to residents associated”
This REQUIREMENT fs NOT MET as evidenced by: with the issues concerming comfort
. p . N
Based on surveyor observation and staff Interview, It im d the c%eanlmests of the residents
has besn determined that the facility lled 1o Ving evironment.
“malnfain a sanitary and comfortabls enviranment ¢) Our nursing staff and dietary staff
relaﬁ\'fe“l:ofmdml trays blgﬂaﬂ'eﬂ in ﬂ;z haﬂways“im an have been educated regarding the
one o nursing unlts after maa! hourg 3 .
partially consumed moun, 1mportance. of _Temoving food trays
from the units timely after every meal,
Findings are as follows: Dietary staff are responsible for
collecting all dirty dishes and meal
During survayor chservations of the first-floor ursing li trays timely and bring those to the
unt, tha following was revaaled: : \l\§ main kitchen. The charge nurse, or
7/22/2025 &t 11:30 AM, four food trays uncovered from any manager will be responsible to
the breakfast mesj with paritally consumed food : monitor this after each meal service
712212025 at 3:45 PM, two food rays ed from th and will ensure that theso dirty
& oas =, y® uncovered fiom the trays/dishes get to the kitchen timel
lunch meal with partlally consumed ¥ g ¥
un partally Gonsumed food {or at least covered and “out of the
TE23/2025 at 11:30 AM, four rays uncovered from the way” under circumstances when the
breakfast meat with partially consumed foad kitchen may be closed for the night).
712412025 11:00 AM, threa rays Uncovered from the d) The FSM  and dth? Nursing
breakfast maal with partiafly consumed food I.Ianagt’:m ent  team/designee are
responsible for execution of this
712412025 at 4:00 PM, four trays uncoversd from the action plan, We will complete routine
hunch mea} with partially consumed food observations on all units after each
During a surveyor interview on 7/25/2025 a1 14:40 AM meal to ensure the trays are removed
with tha Director of Faod Service, he sdnowledged that timely. Audit resulis will be shared
the foodt trucks were left uncovered bn the hallway with the QAPI Committee monthly
after mesd hals and contalned partislly constrmed food for a period of 3 months after which
on the rays. time, the QAP Committee will
evaluate our progress and level of
compliance to  determine  the
- — need/frequency to continue this - :
FORM CMS-2567 (02/88) Previous Versions Obsalete Event i): 1D13EF.H1 formal audits. sheet Pags 18 of 18
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STATEMENT OF DEFICIENCIES %é kﬁ?&%ﬁéﬂsﬁgﬁym {2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY COMPELETED
AND PLAN OF CORRECTIONS 41505¢ A, BUILDING 712512025
B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Brenfwood Health Center 4000 Post Road yWarwick, Rhoda island, 02886
4D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION (Xs)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL IPREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
- TAB REGULATORY DRLSC IDENTIFYING ENFORMATION) TAG CROSS-REFERENCED TO THE ) DATE
APPROPRIATE DEFICIENCY} ’
‘JE0ODD Initia} Commaents EGD00

An Emergsncy Preparadnass Survey was conducted by the
Center for Health Fadiiiies and Regutation en

723/2025, The facifity was found to bo iR compliance

with 42 CFR §483.73 related to Emergency Preparednass.

Cepaclly; 98 Censug: 88
KOooh INITIAL COMMENTS KOOGO

The annual Federal Life Safety Code survey was

conducled by the State Survey Agancy on

7125/2025, Brentwood Nursing Home was surveyed purstant
lo the Natianai Fire Protaction Assoclation 101 Lfe

Safaty Code, 2012 Edifion as refarenced in42 CFR

. 483.80 (a - d) Physical Environmant,

No Life Safety Cade deficlancles wers identiffedas g
| result of this survey.

Tha facillty ks in compliance with &l raguiations
§ surveyed, [

Capaclty: 98 Census: 88

Any deficlency statement anding with an asterisk {*) denotes a deficiancy which the Insifution may be excused from correcting providing it is determined that other
safeguards pravide sufficlent protecilon to the patients, {Sea reverss for further Inafructions. } Exsept for nirsing homes, the finiings stated above ars disclasable 80
days following the data of survey whethar or not a plan of commection Is pravided. For nursing homes, the above fndings and pians of corvection are disciosable 14 days
following the date these documents are made avallable ta the facifty, It deficlancies ars cited, an Approved plsn of comection Is requisits 1o cantinued program
pariicipation, -

LABORATORY DIRECTOR'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLIRE TmE
Matthew Maisen . dmin

- .
(XS,OS}.?S/E 5

FORM CMS-2567 (02/99) Frevious varetone Obsolate EventD: 1D18EF-L1 Faclity I0: 415061 If continuation shast Page 1 of 1




