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F 000 [{INITIAL COMMENTS F 000 | Diselaimer Statement: Preparation and/or
' : o execution of this plan of correction does
" An unannounced annual survey was conducted | not constitute admission or agreement by
-at this facility from December 27, 2011 through | the provider of the truth of the facts alleged
January 4, 2012. The deficiencies contained in or conclusions set forth in the statement of
this report are based on observations, interviews, | deficiencies. The plan of correction is
‘review of residents' records and review of other | prepared and/or executed solely because it
:documentation as indicated. The facility census is required by the provisions of both Federal
‘the first day of the survey was 160. The Stage 1| : ;
. . : : and State Laws.
| sample totaled forty-five (45) residents.

F 205! 483.12(b)(1)&(2) NOTICE OF BED-HOLD F 205

_g8=p! POLICY BEFORE/UPON TRANSFR :
SS=b: 483.12(b)(1)&(2) NOTICE OF

Before a nursing facility fransfers a resident to a BEDHOLD POLICY

1 hospital or allows a resident to go on therapeutic BEFORE/UPON TRANSFER

| leave, the nursing facility must provide written

~ {'information to the resident and a family member | : .

| or legal representative that specifies the duration | 1. R3 re‘mmed from ].:mr hospltal ,

|:of the bed-hold poticy under the State plan, if any, stay to an appropriate bed. R3’s

{ during which the resident is permitted to return | | financial POA was notified at the .

1 and resume residence in the nursing facility, and | time of transfer as R3 was not

'the nursing facility's policies regarding bed-hold . conscious at the time of transfer. | 1-30-12

| periods, which must be consistent with paragraph | 5 All resid : ferred B

| {b)(3) of this section, permitting a resident to . . residents transierred ot

1 return. discharged from the facility

I could be affected. 1-30-12
At the time of transfer of a resident for L | 3. The facility’s bed hold policy '

| hospitalization or therapeutic leave, a nursing
| facility must provide to the resident and a family
member or legal representative written notice

was reviewed and revised. Staff
will be inserviced regarding

which specifies the duration of the bed-hold policy | changes” o 1-30-12 |
described in paragraph (b)(1) of this section. | 4. Bed hold policy adherence will
' a be monitored by the Social

This REQUIREMENT is not met as evidenced Service Director/designee for

by: _ ~ compliance and reported through B
) Based on facility documentation, record review - _ the QA process. : 1-30-12
and staff interviews, it was determined that the
facility failed to provide verbal and written notice
(X8} DATE

F:REP RES ENTATIVE'S SIGNATURE

Y DIRECTOR'S OR PROVIDER

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See-instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 20_5 Continued From page 1 ' F 205, See Following Page

;| which specified the duration of the bed hold pohcy
i to R3 and/or the family member or legal
rapresentative. Finding includes:

.| Review of the admissions package, provided to

/| residents and/or family members upon admission |
and R3's signed admissicn agreement were

| reviewed. R3 received Medicaid benefits and had
1 a bed hold of seven days upon fransfer {o the

| hospital. R3 was re-admitted to the facility on

1 7/15/11 post hospitalization.

1 Record review revealed R3 was responsible for

1 her own decisions (own self-guardian) while at

the facility and the facility had a family emergency
contact number which was incorrect.

| In an interview with R3 on 12/27/11, R3 stated
she was angry that she was moved out of her
| room after-returning from the hospital on 7/15/11.

1 In an interview with R3 oh 1/4/12, she revealed
| that she was in the hospital for at least 14 days in
1 July 2011.

In an interview with E11 (Admissions Director) on
114112 with E7 (Social Services Director), E11
revealed that R3's letter (fo the resident or
responsible party) regarding bed hold prior to the: .
transfer to the hospital was missing. Review of !
R3's record lacked evidence that a letter was sent
:| or provided fo the family or resident. 1

In an interview with the facility discharge nurse E4
1 (Unit Manager for Greenbank Unit) with E7 on

| 144711, resident was sent to the hospital in an
emergency situation and the resident was not

| conscious. She stated she called the family
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F 205 | Continued From page 2 £205 See Following Page
{ member but did not reach anyone as the phone
| was not working and they did not have the most
current phone number.

1 Procedure entitled "Bed Hold and Readmission

i Policy" under section titled "Procedure, 3"

1 revealed that: “at the time of transfer of a resident
for 24 hour emergency - hospitalization, scheduled .
| hospitalization ..., the admission director will

| provide the resident and responsible party (if

| possible) with written notice which specifies the

| duration of the bed hold. A copy of the -Bed Hold
letter must be sent with the interagency transfer

| form". Section 4 of the procedure indicated that

| "should a Medicaid resident's leave exceed the
bed-hold period, the Medicaid resident must be

| given the first available bed in a semi-private
room .....

The facility failed to provide verbal and written

4 notice to R3, or a family member, about the bed’
{ hold when R3 was discharged to the hospital in
1 an emergency situation in July 2011. } 1

F 246 483.15(e)}{1) REASONABLE ACCOMMODATION F 246( 483.15(e)(1) REASONABLE
ss=E | OF NEEDS/PREFERENCES 1 ACCOMODATION OF

| A resident has the right to reside and receive i NEEDS/PREFERENCES
services in the facflity with reasonable :

accommodations of individual needs and 1. R35,R62,R63, R121, and R189

preferences, except when the health or safety of ? suffered no untoward effect.
the individual or other residents would be ; R121 is able to move throughout
endangered. herroom and is able to access | -
' her call bell at will as was stated
1 by E2 (DON) to the survey team
This REQUIREMENT is not met‘as evidenced : during the survey. 1-30-12
by: ' k!

Based on observations, it was determined that
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F 246 | Continued From page 3

morning”.

transfers.

| the facility failed to ensure five (R35, R62, R63,
R121, and R189,) out of 45 sampled residents
had reasonable accommodation of their needs.
| The facility failed to ensure that these residents’
| call bells were within reach. Findings-include:

| The quarterly MDS (Minimum Data Set)
assessment, dated 12/2/11 stated that R63
required extensive assistance of 2 persons for

| 2. Observations made during the environmental
tour on 1/3/2012 at 3:30 PM with E10

| (Maintenance Director) revealed that R121's

emergency call bell was not within reach and was

inaccessible fo the resident. R121 was observed

sitting by the window away from the bed, and the

call bell cord was on the bed not within reach.

E10 was abserved moving the residentin her

| wheelchair near the bed so the call bell could be -

reached. In an interview with E2 (DON) on 1/4/12,;

1 he acknowledged this finding and stated that :
R121's call bell should had been within reach.

3a. Observation on 12/27/11 at 12:40 of R35's
room revealed her call bell was attached to the
pillow on the left side of the bed not within reach.
In an interview with R35 on 12/27/11 to determine
if she could reach and use the call bell, R35 was
seen placing her arm between the side rail bars

| 1. Observation on 12/27/11 at 12:35PM revealed

| R63 seated in her wheelchair with her lunchtray

| in front of her on the over bed table and the call |
1 bell was not within her reach. R63 stated "they
| must have forgotten to put it an the bed this

F 248,  483.15(e)(1) REASONABLE

ACCOMODATION OF
NEEDS/PREFERENCES (Con’t)

2. All residents have the potentialto | *
_ be affected. - [ 1-30-12 1
| 3. All staff will be inserviced 1
" régarding proper placement and
acces&bﬂﬂy of the call bell 13
_ 11-30-12

4. Random call bell audits will be
conducted by the Unit Managers
weekly X 4, monthly X 2 and §
reported through the QA process. | 1-30-12
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| and was undble fo reach it.

i b. On 12/28/11 at 8:25 AM while R35 was sitting

| in her wheelchair in front of the TV with her back

-| to the privacy curtain, the cdll bell was observed
| attached to the privacy curtains out of reach and
1 out-of her view. In an interview with E12 {Nurse)

{ R189 sifting in her room in front of the TV away

| assistance to move her wheelchair from one point

1°5. Observation made during the énvironmerital

1 bell on the right handle of R62's wheelchair, and

| In an interview with E13 {Restorative Aide) on
112/28/11, she siated that the resident was

- 12/18/11 confirmed the call bell should have been

‘E2 on 1/4/12 acknowletiged this finding and

:within reach.

in her room away from her bed and the call bell

on 12/28/11, she confirmed the finding.
4. Observation on 12/28/11 at 11: 44 AM revealed
from her bed. R189's emergency call bell was not

within reach and was inaccessible to-the resident.
The call bell was observed laying on the bed.

dropped off from physical therapy and placed in
her room. £13 stated that R189 needed

to another in the room and the facility. E13 on

within reach.

stated that R189's call bell should had been .

four on 1/3/2012 at 3:00 PM with E10
(Maintenance Director) revealed that R62's call
bell was not within reach and was inaccessible to
the resident. R62 was observed sitting in her wic

was not within reach. When surveyor asked E14
(nursing aide) on 1/3/12 if the call bell sholild be
within reach, E14 was observed placing the call
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‘stated the call bell should had been within reach. 1 - -
' In ah interview with £2 on 1/4!12,_-he
‘acknowledged this finding and stated that R62's
| call bell should had been within reach. : :
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 2801 483.20(d)(3), 483.10(k)(2) RIGHT
ss=D | PARTICIPATE PLANNING CARE-REVISE CF’ TO PARTICIPATE PLANNING
‘The resident has the right, uniess adjudged CARE-REVISE CP
incompetent or otherwise found to be _ '
incapacitated under the laws of the State, to - 1. R103 suffered no untoward
participate in planning care and treatment or © . outcome. R103 has a builtin
}i:changes in care and treatment. clamp attached to his dialysis
1'A comprehensive care plan must be developed access site. Therefore, as per his
| within 7 days after the completion of the dialysis center, no other clamp is
| comprehensive assessment; prepared by an required. 1-30-12
interdisciplinary team, that includes the attending 2. Any dialysis resident could _
physician, a registered nurse with responsibility i g .
for the resident, and other appropriate staff in 3 pcaoteqtllally ?e ad:fifecte:.d. .. 1-30-12
disciplines as determined by the resident's needs, 3. Care plans for dialysis residents
and, to the extent practicable, the participation of will be reviewed for accuracy
the resident, the resident's family or the resident’s and revised as needed
legal representative; and periodically reviewed ' _ 1-30-12 -
E22t(j:hnfsa\:;t::gsbn}: a team of qualified persons after ‘4. RNAC/designee will audit care ' '
ent. o . . .
plans for dialysis residents and
report accuracy throughthe QA |
process. 130412

This REQUIREMENT is not met as evidenced

| to review and revise the care plan for one (R103)
| out of 45 sampled residents. Findings include:

Cross refer to F309

by:
Based on record review, observation and
interview it was determined that the facility failed
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F 280 |
" :| The facility policy entitled, “Care of the Resident

| Receiving Dialysis” stated, "....6. The residents
1 care plan will include...care of the access site..."
.| a diagnosis of end stage renal disease (ESRD)
1 R103 had an AV (arterio-venous) fistula in his

| care plan was developed on 3/25/11 for the

| area including bleeding or infection..."

I Interventions included "Notify MD of any changes |
related to but not imited to...bleeding... Assess

; ‘hospital discharge summary, dated 4/28/11
! revealed that R103's AV fistula was no lenger in

| revised to reflact that the resident now had a right

| check for bruit/thrill of an AV fistula, that bicod

F 309
SSr-'Dé

| Each resident must receive and the facility must
I provide the necessary care and services to attain

Continued From page 6

R103 was admitted to the facility on 3/25/11 with
on hermodialysis. Upon admission to the facility
arm which provided access for hemodialysis. A

problem "Potential for...complications of access

access site for (signs & symptoms) of
infection...No blood draws or (blood pressure) in
access arm, check for bruit/thrill every shift..."

| R103 was admitted to the hospital on 3/30/11 and |

returned to the facility on 4/28/11. Review of the

use and instead a right internal jugutar (}J) triple
lumen catheter had been inserted for dialysis.

Although the facility was documenting that R1 03's
care plan was reviewed periodically, it was never

IJ catheter, that there was no longer a need to

pressures were no longer prohibited in the arm
and that a clamp needed to be kept at the
bedside.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

F280] See Previous Page

F 309’3? See Following Page
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F 309 | Continued From page 7 F300| 483.25 PROVIDE CARE/.
| or maintain the highest practicable physical, SERVICES FOR HIGHEST
mental, and psychosacial weil-being, in WELL BEING
accordance with the comprehensive assessment
and plan of care, _
1. R103 suffered no untoward
outcome. R103 has a built in
i ) . clamp attached to his dialysis
'IID‘I;ls REQUIREMENT is not met as evidenced access site. Therefore, as per his
Based on observation, record review and dialysis center, no other clamp 18 11.30-12
interview, it was determined that for one (R103) required.
“out of 45 sampled residents, the facility failed to - 2. Any dialysis resident could ’
follow the plan of care and facility policy-for potentially be affected. 1-30-12°
providing care and services and monitoring of a ; TS v g s . '
:catheter used for hemodialysis. Findings include: 3. Cfu'e plans.for dialysis residents
: will be reviewed for accuracy
' The facility policy entitled, "Care of thé Resident and revised as needed by
-Receiving Dialysis" stated, "...3. AlLAV 1-30-12
‘(arterio-venous) fistulas/shunts and or catheter 4. RNAC/designee will audit care
+ sites will be assessed by nursing évery shift for lans fi "di Ivsi idents and
! signs of bleeding, infection...6. The residents care pians 10r dialysis residents arn
plan will include...care of the access site..." report accuracy through the QA | -
_ process. 1-30-12 -
R103 was admitted to the facility on 3/25/11 with o
a diagnosis of end stage renal disease (ESRD)
on hemodialysis. Upon admission to the facility
-R103 had-an AV fistula in his arm which provided |
‘access for hemodialysis. A care plan was
-developed-on 3/25/11 for the problem "Potential
“for...complications of access area including
-| bleeding or infection..." Interventicns included
“Notify MD of any changes related to but not
limited to...bleeding... Assess access site for
(signs & symptams) of infection...No blood draws
or (blood pressure) in access arm, check for
-bruit/thrill every shift..."
.R103 was admitted fo the hosp:tal on 3/30/11 and |
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F 309 | Continued From page 8 ' F309| SeePrevious Page

returned to the facility on 4/28/11. Review of the
hospital discharge summiary, dated 4/28/11
Ttevealed that R103's AV fistula was no longer in
.use and instead a right internal jugular (14} triple
lumen catheter had been inserted for dialysis.

Although the facility was documenting that R103's |
care plan was reviewed periodically, it was never
revised to reflect that the resident now had a right
| 4 catheter.

.I'Review of nurse's notes and medication and
~treatment records for December 2011 lacked

4 evidence that nursing staff were checking the
1-access site for bleeding and/or infection or other
1-.complications every shift as per the plan of care. |

| R103 was observed on 1/4/12 with right chestlJ
{ environment lacked evidence that a clamp was
taped to the wall in ¢ase of breakage/bleeding
1irom the 1J catheter.

| During an interview with EG (nurse) on 1/4/12,

| she acknowledged that there was no evidence

;| that nursing staff was checking the catheter site
every shift for bleeding and for signs of infection.. -
E6 also acknowledged that there was no clamp
taped near R103's bedside in the event of

_ catheter breakage or bleeding. . :
F 325 483.25(i) MAINTAIN NUTRITION STATUS F 325! See Following Page
$S=D'| UNLESS UNAVOIDABLE R '

i Based on a resident's comprehensive

‘| assessment, the facility must ensure that a

I resident -

1 (1) Maintains acceptable parameters of nufritional
1 status, such as body weight and protein levels,
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B £ PROVIDER'S PLAN OF-CORRECTION

(X5}

(2) Recsives a therapeutic diet when there is a

| This REQUIREMENT s not met as evidenced
1 by
1 interview, it was determined that the facility failed |
- to maintain acceptable parameters of nutritional
¢ status, such as body weight for one (R186) out of

.45 sampled residents, R186 lost a totat of 19
| pounds (lbs) or 8.75% over a nine and a half

'was beneficial, it was unplanned. Findings
Finclude:

1 R186 was admitted to the facility on 10/21/11 with:

| The admission Minimum Data Set (MDS)

_depressed or hopeless; feeling tired or having

| behaviors that occurred daily during the 7 day
{ observation period.

|.Admission orders, dated 10/21/11 included an

nutritional problem.

Based on observation, record review and

week time peried, and although the weight loss

diagnoses that included hypertension, elevated
cholesterol, osteoarthritis, anxiety and dementia.

assessment, dated 10/31/11 stated R186's
cognitive skills were moderately impaired and that
she was able to feed herself independently. The
MDS stated R186 was experiencing "little interest |
or pleasure in doing things, feeling down,

little energy” on 2 to 6 days of the 7 day

observation period. Additionally, this same MDS
stated R186 was exhibiting rsjection of care

order for R186 to receive HCTZ

ayD | SUMMARY STATEMENT OF DEFICIENCIES _
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION.SHOULD BE. COMPLETION -
TAG REGULATGRY OR LSC 1DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bATE
DEFICIENCY)
F 325 | Continued From page 9 F325; 483.25(1)) MAINTAIN
| unless the resident's clinical condition NUTRITIONAL STATUS
demonstrates that this is not possible; and

UNLESS UNAVOIDABLE

| 1. R186 was care planned at the
| time of admission for
beneficial weight loss. The

RD discussed the nutritional

plan with R186 and the

resident is pleased with her

- weight loss.

2. Any resident desiring weight

| loss may be affected.

3. The RD will discuss, teview,
and document planned
weight loss with those
residents identified as
requesting or requiring
weight loss. '

" 4. The RD/designee will audit
care plans and supporting
documentation of those
requesting.or requiring

. planned weight loss and will
report findings through the
QA process.

11-30-12:
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| The facility developed & care planon 10/21/11 for;
| the problem, "Resident at Nutritional Risk (as
‘| evidenced by): Therapeutic Diet and Resident

| increased BMI) at the request of Dr. or RD
! (Registered Dietitian) recommendation. The

| changes in weight by the next review period x 92
| days.”

{ dated 10/24/11 stated R186's height was 66

| Mass Index -a measure of body fat based on

| height and weight) of 35 (BMI of 30 and over

| indicates obesity). The nutritional assessment

| stated "Post admission re-weigh pending.

| Estimated nutritional needs calculated based on

1 adjusted body weight of (approximately) 72 kg +

| appetite (approx. 75% meal completion x 3 days).

| continue to monitor resident's nutritional status.”

1 On 11/9/11 & nutrition note stated "Curient weight.
1 209.9 reflects 7.1 Ibs (loss) in 3 weeks (since

(Hydrochlorothiazide - antihypertensivefdiuretic)
25 mg daily. The HCTZ was subsequently
discontinued on 11/2/11. R186 was ordered to
receive a Regular diet with no added salt,
cholesterol controlled, and low fat.

would benefit from weight loss (secondary to

stated goal for this care plan was “"Resident will
tolerate diet as evidenced by no significant

A Nutritional Assessment completed by ES (RD),

inches and she weighed 217 Ibs. The :
assessment stated the resident had a BMI (Body

Will monitor resident's weekly weight. Will

admission). (Increased) BMI, (positive) appetite
meat completion (up/down} 50-100%. May benefit
from gradual, safe weight (loss) secondary
(increased) BMI. (Medical Doctor) aware of the
weight (loss) no new order given." Although, the

TATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA | ox2) mutTIPLE constrRUCTION - [ixs) oate survey -
‘AND'PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
; - A BUILDING . _
. 3 WING '
. 085004 : — ‘ . g104/2012
| NAME OF PROVIDER OR SUPPLIER: STREET ADDRESS, CITY, STATE, ZiP® CODE
505 GREENBANK ROAD
BRANDYWINE NURSING & REHABILITATION CENTER
_ WlLMINGTON DE 19803
X 1D SUMMARY STATEMENT OF DEFIGIENCIES o [~ PROVIDER'S PLAN OF CORREGTION x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULDBE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED YO THE APPROPRIATE DATE
: DEFICIENGY) ©
F 325 | Continued From page 10 F 325 See Previous Page
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| RD stated that the resident may benefit roma |
| "safe, gradual weight loss" there was no evidence |
| that a weight reduction plan was developed and

i| put'in place. Review of physician's progress notes

from 11/10/11 through 12/12/11 lacked any

- ] documentation of R186's weight loss and that she:
1 was on a weight reduction program. ‘

i A nutrition note, dated 11/30/11 stated, "Current
+ weight 205,3. Weight on slight (decreasing) trend,
{positive) appetite, meal eompletion 75-100%
(some 25% noted): (Increased) BMI. May benefit
from gradual weight (loss). Will make no changes
at this time. Wil continue to monitor fesidant's
nutritional status." Again there was no evidence
that a change was made to R186's plan of care
~ tfor a planned weight reduction or that this was
" | discussed with the resident and/or her
| responsible party.
1 R186's weekly weights were as follows:
1102111 - 217
11072441 - 214.7
1172/11-2131
{ 11/9/11 - 209.9
| t1416/11 -210.9

11/23M11 - 208.1

11/30/11 - 205.3

1217111 -204.9

12/14/11 - 2018

12/21/11 - 200.3

12/28/11 - 198

Review of the weekly weights revealed that from
10/21/11 through 11/23/11 R186 experienced a
weight loss of 8.9 Ibs. or 4.14% in 1 month (not
significant). However, from 10/21/11 through
:12/21/11 R186 had a total weight loss'of 16.7 lbs- |
or 7.69% in 2 months (7.5% loss in 3 monthsis a |
significant weight Ioss) Additionaity from 12/21/11

FORM' CMS- -2567(02-39) Previous Versions. Obsolete ) Event [D:CQ8P11 B _Faﬁiity IDDEUDIU IEicontinuation sheet Page 12 of 23
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through 12/28/11, R186 lost another 2.3 Ibs. The

‘total percentage of weight loss from 10/21/11

through 12/28/11 was equal fo 8.75% (over a nine

-and a half week time period) which was a

significant weight loss and contrary to the stated

goal of R186's nutrition care plan.

‘_ Percentages of méal consumption records from

10/2111 through 12/31/11 revealed that there
were no consistenily low intakes recorded.

‘Review of R188's Iaboratory values revealed that |
an albumin level and total protein were drawn on
| 11/3/11. Results were: albumin was 3.3 (limits:
+3.3-5.2 G/DL) and total protein was 5.1 (limits:
6.0-8.5 G/DL). Cn 11/10/11 an albumin level was |
-3.5 (within normal limits). Laboratory blood tesis

drawn on 1/3/12 revealed the albumin was 3.2

G/DL and the total proteinwas 5.6 G/DL. On :
1 1/4/11 the physician ordered that R186 receive 30|
‘ml (milliliters) Promod (liquid protein supplement) |
I twice a day.

On 12/30/11, R186 was observed at the midday |
| meal. Calculations of the amount consumed by -{;
|'the resident after the tray was removed from the |
:room was 25%. Review of the CNA Data sheet

for meal consumption for that meal also

i documented 25% consumed.

| R186 was again observed on 1/312 during ;

breakfast and lunch. The surveyor calculated that.

| R186 ate only 25% at each of these two meals,
The CNA Data sheet for meal consumption at

breakfast and lunch on 1/3/12 documented that
she had consumed 100%. This raised the

| question of the accuracy of the meal consumption:
| records.

" | STATEMENT OF DEFICIENCIES (x1) PROVIDERISUPPLIERICLIA | (X2) MULTIPLE CONSTRUCTION | (X3)DATE SURVEY .
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- F 325

: Carntinued From page 13

that a "safe, gradual weight loss" would be 3-4

‘resident's weight, if their weight is lower then 1-2

‘revealed no mention of R186's weight loss.
On 1411 at 11:30 AM at a second interview with |

{'E5 the concemn of the accuracy of the meal
‘consumption documentation from 1/3/11 was

 weight loss was beneficial, the facility failed to

PALATABLE/PREFER TEMP

| palatable, attractive, and at the proper

1 This REQUIREMENT is not met as evidenced

During an interview on 1/3/12 with E5, she stated
pounds per week and that it depended on the

Ibs per week. E5 stated that R186 is still being
monitored and followed weekly with weights and
that the weight loss was beneficial.

A physician's progress note, dated 1/4/12 stated
"asked to evaluate (patient) weight change...
wolild like to see her (approximately) 180..."
Review of earlier physician progress notes

reviewed. E5 continued to state that R186's
weight loss was beneficial. Although R186's

develop a plan of care for a planned weight loss
and failed to discuss this with thie resident and
family prior to the weight loss. The goal of the

| care plan of 10/21/11-and the comment of the RD |
| on the 11/8/11 nutrition note are in conflict.
F 364
53=D,

483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,

Each resident receives and the facility provides
food prepared by methods that conserve nutritive
value, flavor, and appearance; and food that is

temperature.

by:

F3256

F 364

See Previous Page

483.35(d)(1)-(2) NUTRITIVE

VALUE/APPEAR,
PALATABLE/PREFER TEMP

7 1. The two examples cited were

test trays and were not
intended for resident
consumption, No resident
was affected.

11-30-12
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XD SUMMARY STATEMENT OF DEFICIENCIES : PROVIDER'S FLAN OF CORRECTION 05
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL _PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [NENTIFYING: INFORMATION) I CROSS-REFERENCED TO THE APPROPRIATE BATE
. DEFICIENCY)
F 364 | Continued From page 14 F 384] 483. 35(d)(1)—(2) NUTRITIVE
Based on test tray evaluations it was determined VALUFE/APPEAR,
‘that the facilify failed fo ensure that food was PALATABLE/PREFER TEMP
‘palatable and served at proper temperature. : (con’t)
Findings include: o
£ On 11312.8112:20 PM, & fest 2. Ali residents have the 1
-On at12: , a test tray was . : i
sampled in the Greenbank Dining Room for ' potential to be affected. . 1-30-12..;
= | temperature and palatability. The test tray was 3. Afood grade thermometer 18 '
- | delivered on the second meal cart and after all placed next to the kitchen
| residents received and began eating, the test tray microwave to enstire
‘was sampled for temperatures:and taste. The . .
food temperatures were as foliows: ham=119.8 ap_p ropnate' food temperature
| degrees Fahrenheit (F), sweet potatoes=118.5 F; prior to delWel’)f of trays.
brussel sprouts=120.5 F. The food was ' Kitchen staff will be
‘determined to be unpalatable. inserviced regarding
2. On 1/3/12 at 12:59 PM, a test tray was palatability of food 11230
" | 'sarmipled from'a cart defivered to the C-wing ™~ 1 o s ~12
residents for temperature and palatability. The 4, The Food Service ' -
‘test tray was delivered on the meal cart and after Director/designee will audit
all residents received and began eating, the test - Totalild :
tray was sampled for temperatures and taste. food tray palatability at. least
The food temperature was as follows: corn weekly x 4, the.n monthly x 2 {
cereal=189.9 degrees Fahrenheit (F). The fobd and report findings through |
‘was determined to be too hot and potentially - the QA process 1-30-12 |
‘unsafe. ik 15
F 371 483.35(i) FOOD PROCURE, F 371 .
$s=C STORE/PREPARE/SERVE - SANITARY ‘ See Following Page
The facility must -
{1) Procure food from sources approved or
considered satisfactory by Federal, State or local
‘authorities; and :
(2) Stare, prepare, distribute and serve food
under sanitary conditions
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This REQUIREMENT is nof met as evidenced
by:
Based on observations made in the kitchen and

staff interviews, it was determined that the facility gf
| failed to prepare, serve and distribute food under |

sanitary conditions. On 12/26/2011 facility staff

1 failed to test the sanitizing solution for the
dishwasher with the correct test strip and failed fo |

o have sanitizer in one  bucket used to clean food

| prep surfaces. Findings include:

1. Observations of the dishwasher made during

| the four of the kitchen on 12/28/11 at 9:10 AM
1 with E18 (Dietary Staff) revealed the wrong

{ .sanitizer test kit was used to test the
{-concentration of the hypochiorite solutien in-the: - §:

dishwasher. The sanitizer (chlorine) solufion

‘| concentration in dishwasher was tested by E19

using a quaternary test strip, E19 detected 100

PPM. In an Interview with E19 on 12/28/11, he
stated he was aware he was not using the
chiorine test kit and had used the test kit provided
by the dietary clerical staff. He confirmed he knew
it was not the proper test kit when he tested the
solution.

In an interview with E20 (Food Service Director)
on 12128711 at 9:30 AM, he asked E19 {o test the
chiorine sanitizer in the dishwasher, E20 was

| observed requesiing E19 to make up a new

| sanitizer solution and discard the solution in the
| dishwasher at the time. The chlorine sanitizer

| solution concentrafion in the dishwasher was

1 tested by E19 using a chiorine test strip provided
1 by E20. A concentration of 200 PPM of chlarine
1 using the proper sanitizer test kit was. obtamed

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA 02) MULTIPLE CONSTRUCTION "l (xa) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: ' ' COMPLETED
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%4 IC SUMMARY STATEMENT OF DEFICIENGIES Tt R'S PLAN OF CGRREC'HON .18
REFK | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL © PREFIX. . (EAGH CORRECTIVE ACTION SHOULD BE CONPLETION
TRG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSSREFERENCED TO THE APPROPRIATE DATE
: o DEFIG{ENCY) :
F 3711 Continued From page 15 F 371 483 35(1) FOOD PROCURE
STORE/PREPARE/SERVE-
'SANITARY

1. E}gample 1: The high-
temperature dishwasher functions
correctly and sanitizes the
dishware. The chemical sanitizer
is used as a backup. Example 2:
The sanitizer buckets were

replaced immediately.

be affected.
-1'3. The Food Service Director has
revised the process to check

| process
'4. The Food Service

: Director/designee will audit
sanitizer solutions to ensure

% 4, monthly x 2 and report
findings through QA process.

emptied and appropriate solution °

2. All residents have the potential to’

sanitizer solutions. Kitchen staff |
will be inserviced regarding this : :
11-30-12 ]

appropriate levels at least weekly :

1-30-12

1-30-12

1-30-12

i

+ FORM éMS-zsar{oz-gs) Previous Versions Obisclete

o Event-lD:GQBPfi'! o

"~ If continuation stiest Page 16 0f23




SRR . : INTED: 01/27/2012
" “DEPARTMENT OF HEALTH AND HUMAN SERVICES . . PO RM APPROVED

- CENTERS FOR MEDICARE & MEDICAIDSERVICES . . . . OMBNO 09360361
'| STATEMENT OF DEFICIENGIES | (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION | px3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: } CONMPLETED
- - R A.BUILDING ‘ _ &
i I .. oesoa PR | owoapotz. |
| HAME OF PROVIDER OR SUPPLIER S STREET ADDRESS, CITY, STATE, ZIP CODE ey
BRANDYWINE NURSING & REHABILITATION CENTER 505 GREENBANK ROAD |
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TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG NCED TO THE APPROPRIATE DATE.
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"F 371 Continued From page 16 : TF 377 . See Previous Page
E20 stated that he stored the fest kit in the office ~ S :
‘to remove potential for damaging the test strip.
An Interview with £20 on 1/3/12at lunch revealed |- .
he had contacted the sanitizing vendor fo check B
the sanitizing solution in the dishwasher.
.| 2. On 12/30M11 at:approximately: 1:30 PM, the
sanitizer concentration of one Yed sanitizer bucket }
| in the steam table area in the kitchen, used at the |
2 | time by dietary staff for cleaning rollers in the tray
: area of the steaim table, was tested using a test
strip: The test strip detected zero concentration of
sanitizer. In an Interview with E20 on 12/30/11, he §.
2 revealed that the concentration was weak and not
at the proper concentration. He was observed
- asking the staff to change the sanitizer solution. _
1 F 431]483.60(b), (d) (e) DRUG RECORDS, -1 F431]
T ss=E] LABEL/STO RE DRUGS & BIOLOGICALS i
‘ - The facility must employ or obtain the services of | - ;_48:3'50(1)): (@), () DRUG
a licensed pharmacist who establishes a system 'RECORDS, LABEL/STORE
of records of receipt and disposition of all : DRUGS & BILOGICALS
controlied drugs in sufficient detail to enable an L. o
i - | aceurate reconciliation; and determines that drug 1. Medications described were: ;
- | records are in order and that an account of all ; . removed and discarded. 11-30-12
| controlled drugs is maintained and periodically 2. All residents have the : R
: - '1 , ) . e 1
|resonciled . ‘ potential to be affected. | 1-30-12
| Drugs and biologicals used in the facliity mustbe | | 3. The Unit Managers/designee
| tabeled in accordance with currently accepted | : will check bi-weekly fo
T ey ooy, || wemitidos dghas
| instructions, and the expiration date when dated appropriately. The
applicable. Pharmacy Consultant will
et : * review multi-dose vials
o F | 'n accordance with State and Federal laws, the . monthly to monitor ,
q facility must store alf drugs and biologicals in Ii 1-30-12 ¢
{ocked compartments under proper temperature compliance. ’
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| quantity stored is minimal and a missing dose can
be readliy detected. .

| This REQUIREMENT ‘is not met as evidenced
I by:

| policies, it was determined that the facility failed
| to remove three open multi dose medication viais
‘| of vaccines from general use after 30 days and |
| failed to label one multi dose vaccine vial with an |
‘| open date. Findings include:

‘The medication room for nursing units £ and G
| was inspected at approximately 12:10 PM-on
1 1/4/12. Three (3) vials of Tuberculin (PPD) Skin
| Test/ Tubersol were found open for use in the
- 1| medication room refrigerator with the following
| open dates: 10/13/11, 11/23/11 and 11/23/11.
| One vial of Influenza Virus Vaccine was-also

| label of vial being opened. No vial exceeded the
1 manufacturer’ s expiration date.

The facility's pharmacy manual "Policies and
| Procedures, Pharmacy Services for Nursing
| Facilities” states in section 1f (Medication

Based on observation and review of facility's

found open for use (half empty) with no date.or
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: NAME OF PROVIDER OR SUPPLIER o : REET ADDRESS, CITY, STATE, ZIP GODE
‘ 505 GREENBANK ROAD
BRANDYW! & ABIL ION
NE NURSING & REH ITATIO CENTEB | | WILMINGTON DE 19808 | -
|y ~ SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION N
| PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION -
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- 1 'DEFICIENGY)
' F 431| Continued From page 17 F431| 483.60(b), (d), (¢) DRUG
controls, and permit only authorized personnel to {: RECORDS, LABEL/STORE
“have access to the keys. DRUGS & BILOGICALS
‘1:The facility must provide separately locked, (con’t) _
permanently affixed compartments for storage of ‘|, o
- /| contiolled drugs listed in Schedule Hl of the 4, The Unit Managers and
/| Comprehensive Drug Abuse Prevention and ] ; 3
1 ) armacy consultant will
| Control Act of 1976 and other drugs subject to Ph . .f_y dinps and it
| abuse, except when the facility uses single unit Teview Lndings and report I
‘package drug distribution systems in which the through th? QA process. 11-30-12
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES ,

. FORMAPPROVED
“OMB.NO. 0938-0391

] :STATEIVIENT OF DEFiCiENCIES
| AND PLAN:OF GORRECTION

) (X1) PROVIDERISUPPLIER!CLIA ‘
IDENTIFICATION NUMBER:

085004

1= WING _

] 2V BAULTIPLE CONSTRUCTION
| A BULDING

1(%3) DATESURVEY
GOMPLETED

_01/04/2012

.| namE OF PROVIDER OR SUPPLIER

| BRANDYWINE NURSING & REHABILITATION CENTER

; STREET ADDRESS CITY STATE ZiP CODE
| 505 GREENBANK ROAD

WILM!NGTON DE 19808

(x4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICEENC!ES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYINGINFORMATION)

-
PREFIX
TAG

" PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORREGTIVEAGTION SHOULD BE ‘COMPLETION
CROSS-REFERENCED TO, THE APPROPRIATE DATE
DEFICIENCY) '

F 463
$S=D

‘F 431,
| may.be used (until the manufacturer's expiration
‘dateffor the length allowed by state law/

| references the United States Pharmacopeia

| (USP) General chapter 797 [16/injection

| safety/providesfreferences:htmi#ref16] which
states, “If a multi-dose has been ‘open or

-specifies a different (shorter or longer) date for
that open vial”.

‘The vials were brought to the attention of E4, Unit

disposal.

' Based on observations and staff interviews, it
was determined that the facility failed to ensure

Continued From page 18
Administration) that Medication in multidose vial

according to facility policy for thirty days) if
inspection reveals no problem during that time.
The State of Delaware Division of Public Health

be dated w:thln 28 days unless the manufacturer

Manager at 12:30 PM who was able to verify that
the dates exceeded the 30 day use policy. She
immediately removed the vials for medication

483.70(f) RESIDENT CALL SYSTEM -
ROOMSITOILET/BATH '

The nurses’ station must-be equipped to receive
resident calls through a communication system
from resident rooms; and toilet and bathing
facilities.

This REQUIREMENT is not met as evidenced
by:

that the emergency call fight system for residents
in room B8A and B8B {R26 and R100) was

functional. The fight above the room door was not :

lighting and the signal and audio were missing

outside the roomand at the nursmg station. The | '

F 431

F 463¢

| 1. Room B8’s call bell was reset

| 2 All residents have the

See Previous Page

483.70(H)(1) RESIDENT CALL
SYSTEM-ROOMS/TOILET/BATH

and was found to be

functioning. .‘_1-3104-2-_ |

potential to be affected. 1-30-12
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DEPARTMENT OF HEALTH AND HUMAN SERVICES _ FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID'SERVICES _.OMB N©; 0938:0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA™ . (K2 PLE CONSTRUCTION {X3) DATE'SURVEY
|AND PLAN OF CORRECTION : IDENTIFICATION NUMBER: E o COMPLETED
| A BUILDING -
. ossoo4 WG 01/04/2012
| NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY. STATE, ZIP CODE
' | 505 GREENBANK ROAD
BRANDYWINE NURSING & REHABILITATION CENTER WILMINGTON DE 19808 | -
_ (xq) T SUMMARY STATEMENT OF DEFICIENCEES N ) T PROVIDER'S PLAN oF CORRECTION I T
PREFIX |- {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | - REGULATORY OR LSC IDENTIFYING INFORMATION; - . TAG | CROSS:REFERENCED TO THE APPROPRIATE DATE
: ' DEFICIENCY)
F 463 | Continued From page 19 - F463| 483.70(£(1) RESIDENT CALL
facility corrected the call bell system immediately.. | SYSTEM-ROOMS/TOILET/BATH
Findings include: “(con’t)
| Observation on 12/28/11 at 1:40 PM revealed that - 3. The Mairitenance
the call bells use_dfby two residents in room B8A | Director/designee will ensure
and B8B was nonfunctional, not lightingup atthe- | 0 I :
nursing station, no audio at the nugrsing station or | ' 100% of facility call bells will
in hallway outside room, or lighting up above the | . be checked for proper
door of the room to alert staff in the hallways. The | function weekly as part of an
call bell was pressed at 1:40 PM by R26 and ongoing weekly preventive
when staff did not show by 1563 PM, ‘the surveyor |- maintenance program which
proceeded to test the call bell, found it fo be beoan 11-3-10. Th _
nonfunctional and contacted facility staff. E15 : cgan 11-3-14 4 ese Teports
(CNA) with E16 (Housekeeping staff) was _ ; are given to the administrator :
observed pressing the call light on 12/28/11 at weekly. 1-30-12 |
1:54 PM in resident room B8A and B8B and it did 4. The Maintenance
not trigger a light above the door or,a sound in the : Director/designee will audit
‘hallway outside the room or at the nursing station i
call bell alert panel. E15 and E16 cohfirmed the call bell preventive
call bell was not working, the light above door maintenance logs and report
was not lighting up and there was n6 souid in the findings through the QA :
hallway of the B-Wing. process .1_30-12
Additionally, observation of the call bell
annunciator system at the nursing station on
12/28/11 at 1:56 PM with E17 (Nurse) and E15,
. lafter having pulled the call bell in room B8A and
-B8B, revealéd the phone light flashing
intermittently, but not indicating a room number
when the call was triggered, and Had no sound.
E17 confirmed the system was not working
propetly. She proceeded to contact maintenance.
‘In an interview with E10 {Maintenance Staff) on
12/28/11 at 2:01 PM, revealed that the call bell
‘system for the wings B and C were fixed. E10
‘stated that he re-set all the call bell systems for
both B and C wing resident rooms after he was

FORM CMS-2567(02-99) Previous Versions Obsolete  Evant{D;:CQBP11 Facitity ID: DEOOTO " If continuation sheet Page 20-of 23
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{(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

085004

" FORM APPROVED
e OMB NO. 0938:0391.
((2) MULTIPLE:CONSTRUCTION {0y paTE SURvEY
: ‘COMPLETED
A.BUILDING _
|2 NG 01/04/2012

| NAME OF PROVIDER OR SUPPLIER

. _ BRANDYWINE NURSING & REHABILITATION GENTER

: JDRESS, CITY, STATE; ZIP CODE
505 GREENBANK ROAD
WILM|NGTON DE 19398

'SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORRECTEON

{X5)

‘[ The facility must maintain clinical records on each
| resident in accordance with accepted professional
- | standards and practices that are complete;
.accurately documented; readily accessible; and
isystematicaiiy organized.

§'The clinical record must contain sufficient

information to identify the resident; a record of the
resident's assessments; the plan of care and 1

 This REQUIREMENT is not met as evidenced

‘ Based on record review, it was determined that

ECross refer to F325 o
'R186 was observed on 1/3/12 during breakfast

-[-and lunch on 1/3/12 documented that she had -

LE

services provided; the results of any

preadmission screening conducted by the State; 35
and progress notes.

by:

for one (R186) of 45 residents reviewed, the
facility failed to maintain clinical records in

accordance with accepted professional standards |
“and practices that were complete and accurately |
| documented. Findings include:

and lunch. The surveyor calculated that R186 ate
only 25% at each of these two meals. The CNA
Data sheet for meal consumption at breakfast

consumed 100%.

1. R186_suffered no untoward

effect. 4

:2. All residents could be

. potentially affected

.3. Allnursing staff will be

- educated regarding accuracy

and documentation of meal
consumption

_. 4, The RD will do random audits
consumption 1s:”documentat10n
bi-weekly x 4, then monthly x
2 and report findings through
the QA process.

éﬁlg;& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
-F 463 ] Centinued From page 20 F 463 See Previous Page
alerted of the problem with the emergency call _ '
system. E10 stated that when the phone was left
off the hook at the nursing station, the call bell
system would not function.
F 514 | 483.75(1)(1) RES F 514§ 483.75(H)(1) RES RECORDS-
58=n || RECORDS-COMPLETE/ACCURATE/ACCESSIB : :COI\/{PLETE/ACCURATE/ACCESIBLE

1-30-12,

1-30-12

‘, 13012

1730-12 :
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* DEPARTMENT OF HEALTH AND HUMAN SERVICES

~CENTERS FOR MEDICARE & MEDICAID SERVICES' ___
| STATEMENT OF DEFICIENCIES : S

" x2j MO

E CONSTRUGTION

E (X1) PROVIDER/SUPPLIERICLIA
L ANDELAN OF CORRECTION " IDENTIFICATION NUMBER: 1
- _ _ |a suoinG
e 085004 M aa——— 01042092
“NAME OF PROVIDER OR SUPPLIER . " | sTreET ADDRESS, CITY, STATE, ZIP CODE
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: . s DEFICIENGY} ‘ :
F 514 | Continued From page 21 F 5§14 . See Previous Page
On 1/4/11 at 11:30 AM during an interview vith '
E5 the concern of the inaccuracy of the meal
‘cansumption documentation from 1/3/11 was
: reviewed. :
F 520 | 483.75(0)(1) QAA _ F 520| 483.75(c)1) QAA COMMITTEE-
88=F | COMMITTEE-M EMBERS/MEET : MEMBERS/MEET
| QUARTERLYIPLANS QUARTERLY/PLANS
A facility must mairitain a quality assessment.and { . o
assurance comihittee consisting of the director of |. 1. The facilityaQA committec met’
nursing services; a physiclan designated by the |, quarterly and the findings were
| facility; and af least 3 other members of the reviewed with the Medical .
facility's staff. Director. 1-30-12°
The quality assessment and assurance 2. All residents could be 1 i
committee meets at least quarterly to identify potentially affected, 11-30-12..1
| issues with respect to which quality-assessment 3. The quarterly QA meeting B
and assurance activiies are necessary; and .
develops and implements appropriate plans of schedule has been revised and
action to correct identified quality deficiencies. scheduled for the next 4
- | quarters. The schedule has been
A State or the Secretary may not require | approved by the Medical
disclosure of the records of such commiitee : ' Director 1-30-19-
1| except insofar-as such disclosure Is refated to the ' o, . : : -12
compliance of stich committee with the ; 4. The DON will review and
| requirements of this section. ~ ensure required members of the
| Good faith attempts by th cornmitiee to identify QA committee, are in
| Good faith attemp e i . : . :
|-and correct quality deficiencies will nat be used as| attendance and report findings 1
|'a basis for sanctions. . through the QA process. 1-30-12
1 This REQUIREMENT is not met as evidenced ;
1 by :
|| Based on review of facility documents and :
‘interview, it was determined that the facility failed -
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i

| to meet the requirements for the number of
| Quality Assessment (QA) commitiee members to |

‘the Director of Nursing (DON), a physician and at |
,inc!ude
Review of the facllity QA quarterly mestirig sign in
| sheets (which included a physician) revealed that|
‘@ physician was not in attendance for any.ofthe |

| quarterly meetings held in-the 2011 calendar
{ year.

i During an interview on 1/4/12, E2 (DON})

be present for quarterty meefings which included

least three other tacility staff members. Findings .

acknowledged the findings.

F 520

(x4) s} ~ SUMMARY STATEMENT OF DEFIGIENGIES : FROVIDERS.PLAN OF CoRRECTION | e |
PREFEX (EACHDEFICIENCY MUST BE FRECEDED BY FUEL : PREFIX (EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATORY QR LSC IQENTIFYING INFORMATEON} TAG CROSS~REFERENGED TOTHE APPROPRIATE DATE
L DEFIGIENCY)

F 5207 Continued From page 22 See P-reyibus Page
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DELAWARE HEALTH

ND SOCIAL SERVICES

Dw:smn of Long Tem Care
Residents Protection

'NAME OF FACILITY: Brandywine Nursing Home

STATE SURVEY REPORT

DHSS - DLTCRP

3 Mifl Road, Suite 308
Wilmington, Delaware 19806

(302) 577-6661

DATE SURVEY COMPLETED: J'anua'rv 4,2012

TSTATEMENT OF DEFICIENCIES

Specific Deficiencies

"ADMINISTRATOR’S PLAN FOR CORRECTION
OF DEFICIENCIES WITH ANTICIPATED

| DATES TO BE CORRECTED

3201
132011

-1'3201.1.2

TThe State report incorporates by

reference and also cites the findings
specified in the Federal report.

An unannounced annual survey was

| conducted at this facility from December

| 27, 2011 through January 4, 2012. The

| deficiencies contained in this report are

| based on observations, interviews, review
| of resident's records and review of other

documentation as indicated. The facility

| census the first day of the survey was 160. '
The Stage Il sample totaled forty-five (45)
residents.

Nursing Home Regulations For Skitled
Care ,

Nursing facilities shall be subject to all

applicable local, state and federal code
requirements. The provisions of 42 CFR |

Ch. IV Part 483, Subpart B,
requirements for Long Term Care

{ Facilities, and any amendments or

modifications thereto, are hereby

| adopted as the regulatory requirements |
| for skilled and intermediate care '
| nursing facilities in Delaware. Subpart
| B of Part 483 is hereby referred to, and
| made part of this Regulation, as if fully
1| set out herein. All applicable code

| requirements of the State Fire

Prevention Comriission are hereby

| adopted and incorporated by reference.

- | This requirement is not met as

evidenced hy:

Cross refer to CMS 2567-L survey date
completed 1/4/12, F166, F205, F246,
F280, F309, F325, F364, F371,F431,
F463, F514 and F520.

"For plan of correction, please
cross refer to CMS 2567-L
survey date completed 1/14/12,
F166, F205, F246, F280, F309,
F325, F364, F371, F431, F463,

F514,and FS20

Yrovider's Signature

Page 1 of 3
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DHSS - DLTCRP

; '_DELAWA-RE HEALTH 3 Mill Road, Suite 308

¥ | AND SOCIAL SERVICES

Wilmingten, Delaware 19806
{302) 577-6661

STATE SURVEY REPORT Page 2 of 3

DATE SURVEY COMPLETED: January 4, 2012

“TADMINISTRATOR'S PLAN FOR CORRECTION |
OF DEFICIENCIES WITH ANTICIPATED

- | DATES TO BE CORRECTED

| 3201.7.5

Kitchen and Food Storage Areas.
Facilities shall comply with the
.Delaware Food Code.

This requirement was not met as
evidenced by:

Based on the dietary observation during

| the survey, it was determined that the
facility failed to comply with sections: 3-
304.14, 4-302.14, and 4-501.116 of the
State of Delaware Food Code. Findings
include:

3-304.14 Wiping Cloths, Use Limitation.
(B) Cloths in-use for wiping counters and
other EQUIPMENT surfaces shall be:

(1) Held between uses in a chemical
sanitizer solution at a concentration
specified under § 4-501.114; and

This requirement was not met as
evidenced by:

| Cross refer to the CMS 2567-L survey
report date completed, 1/4/11, F371,
example 2.

1 4-302.14 Sanitizing Solutions, Testing
' Devices.
A test kit or other device that accurately
measures the concentration in MG/L of
sanitizing solutions shall be provided.

| 4-501.116 Warewashing Equipment,
| Determining Chemical Sanitizer
‘| Concentration.

Concentrafion of the sanitizing solution
|"shall be accurately determined by using |:
a test kit or other device.

| This requirement was not met as
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DHSS -DLTCRP
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' DATE SURVEY COMPLETED: January 4; 2012

SECTION®

TSTATE

EMENT OF DEFICIENCIES
- Specific Deficiencies

ADMINISTRATOR'S PLAN FOR CORRECTION
OF DEFICIENGIES WITHANTICIPATED.
| DATES TO BE CORRECTED

evidenced by:

Cross refer to the CMS 2567-L survey
report date completed, 1/4/11, F371,
example 1.




