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F 0558 Reasonably accommodate the needs and preferences of each resident.

Level of Harm - Minimal harm 42531
or potential for actual harm

Based on observations and interviews, the facility failed to ensure that a call bell was accessible to 1 of 24
Residents Affected - Few sampled residents observed for 2 of 3 days of survey (#10).

Findings:

During medical record review, Resident #10 has diagnoses to include quadriplegia and is totally dependent
on staff for all Activities of Daily Living. He/she is only able to rotate his/her head from left to right and uses a
tap call bell by the right side of his/her head to ask for assistance.

Review of Resident #10's care plan updated 4/4/24 states Ensure/provide .Call light in reach .

On 7/09/24 at 9:53 a.m. Resident #10 was observed lying in bed, touch call bell observed on right side
behind pillow and not in reach.

On 7/10/24 at 7:38 a.m., Resident #10 was observed lying in bed, touch call bell observed on top of pillow to
right side of resident's head and not in reach. During an interview, resident was asked to demonstrate how
he/she would call for help if needed. Resident #10 moved his/her head in an attempt to use the bell but was
unable to reach it.

During an interview on 7/10/24 at 7:41 a.m., Certified Nursing Assistant (CNA1) indicated that the only way
Resident #10 can call for help is to use his/her tap call bell and it has to be on the right side of his/her head
and in reach. At this time CNA1 entered the room and confirmed call bell was not in reach.

During an interview on 7/10/24 at 8:43 a.m., in the presence of 2 surveyors the above was discussed with
Administrator.

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 following 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 0576 Ensure residents have reasonable access to and privacy in their use of communication methods.

Level of Harm - Minimal harm or 48648
potential for actual harm

Based on interviews, the facility failed to deliver resident mail in a timely manner to 2 out of 4 residents who
Residents Affected - Some receive mail in the facility. ( #48 and #63)

Findings:

Reviewed Policy titled: Therapeutic Recreation last revised 10/2023 that states Ensure that mail is delivered
to the person unopened or postmarked (for outgoing mail) within 24 hours, including Saturday.

On 7/11/24 at 10:45 a.m., in an interview with with Resident #48 and Resident #63, stated they are not
receiving their mail for 2 or 3 days after it arrives at the facility.

On 7/11/24 at 11:00 a.m., in an interview with the Activities Director, stated that Activities deliver the mail but
they have to wait until the Business Office sorts it and that can take a few days.

On 7/11/24 at 11:20 a.m., in an interview with the Business Office Manager, the staff confirmed that
sometimes mail doesn't get delivered within 24 hours, especially Saturday's mail. They stated that getting the
mail sorted and out to residents timely has been a known challenge because residents have complained.
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F 0578 Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to
participate in experimental research, and to formulate an advance directive.
Level of Harm - Minimal harm or

potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42531

Residents Affected - Some Based on record review and interviews the facility failed to provide/obtain residents/representatives written
information concerning the right to accept or refuse medical or surgical treatment and/or formulate an
advance directive for 8 of 23 residents reviewed for advanced directives ( #10, #35, #46, #67, #37, #9, #63
and #23).

Findings:

1. Resident #10 was admitted to the facility on [DATE]. Review of Resident #10's clinical record lacked
evidence that the facility provided/obtained resident and/or resident's representative written information
concerning the right to accept or refuse medical or surgical treatment and/or formulate an advance directive.

During an interview on 7/9/24 at 11:10 a.m., Resident #10's family member indicated he/she is legal
guardian and has documentation but has never been asked to supply it.

2. Resident #35 was admitted to the facility on [DATE]. Review of Resident #35's clinical record lacked
evidence that the facility provided/obtained resident and/or resident's representative written information
concerning the right to accept or refuse medical or surgical treatment and or formulate an advance directive.

3. Resident #46 was admitted on [DATE]. Review of Resident #46's clinical record lacked evidence that the
facility provided/obtained resident and/or resident's representative written information concerning the right to
accept or refuse medical or surgical treatment and or formulate an advance directive.

4. Resident #63 was admitted on [DATE]. Review of Resident #63's clinical record lacked evidence that the
facility provided/obtained resident and/or resident's representative written information concerning the right to
accept or refuse medical or surgical treatment and or formulate an advance directive.

5. Resident #23 was admitted on [DATE]. Review of Resident #23's clinical record lacked evidence that the
facility provided/obtained resident and/or resident's representative written information concerning the right to
accept or refuse medical or surgical treatment and or formulate an advance directive.

6. Resident #9 was admitted to the facility on [DATE]. Review of Resident #9's clinical record lacked
evidence that the facility provided/obtained resident and/or resident's representative written information
concerning the right to accept or refuse medical or surgical treatment and/or formulate an advance directive.

(continued on next page)
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F 0578 7. Resident #37 was admitted to the facility on [DATE]. Review of Resident #37's clinical record lacked
evidence that the facility provided/obtained resident and/or resident's representative written information
Level of Harm - Minimal harm or concerning the right to accept or refuse medical or surgical treatment and/or formulate an advance directive.
potential for actual harm
8. Resident #67 was admitted to the facility on [DATE]. Review of Resident #67's clinical record lacked
Residents Affected - Some evidence that the facility provided/obtained resident and/or resident's representative written information
concerning the right to accept or refuse medical or surgical treatment and/or formulate an advance directive.
During an interview on 7/10/24 at 11:43 a.m., with 2 surveyors, Regional Director of Operations confirmed
advanced directives were not obtained and/or offered/declined for above residents.
50218
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F 0584

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to
receiving treatment and supports for daily living safely.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44049

Based on observations and interviews, the facility failed to adequately maintain maintenance services
necessary to maintain the facility in good repair and sanitary condition for the ceiling air vents and
surrounding ceiling tiles, all unit shower rooms, and bathrooms in rooms [ROOM NUMBER] on the [NAME]
Unit.

Findings:

1. On 7/9/24 at 8:00 a.m., a surveyor observed that all the ceiling vents in all hallways and in the main dining
room have a moderate to heavy buildup of black material on the vents and on the ceiling surrounding the
vents for 3 of 3 Resident units. This was confirmed with the Administrator at that time.

2.0n 7/10/24 at 10:00 a.m., during the facility tour with the Administrator and the Maintenance Manager, the
following were observed:

Passport Unit - The Shower room has a moderate to heavy buildup of black substance on shower grout.

Pemaquid Unit - The Shower room has brown stain on shower room floor and buildup of black substance on
shower grout. room [ROOM NUMBERY], the bathroom contains unlabeled salad tongs on the back of the
toilet. Also, the shared bathroom for Rm 35 and 33 has a glove box holder that is broken and has sharp
edges.

[NAME] Unit - The Shower room has a heavy amount of black substance on shower grout and the doorframe
going into shower room has a large chip out of paint that has a sharp edge.

All these findings were confirmed with the Administrator upon the conclusion of the facility tour at
approximately 11:00 a.m.
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F 0656

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42531

Based on record reviews and interviews, the facility failed to update/implement goals and interventions in the
area of depression for 1 of 4 residents reviewed ( #10), In addition facility failed to ensure care plan was
updated/implemented on the areas of elopement, and diabetes for 1 of 4 care plans reviewed ( #13).

Findings:

1. Resident #10 was originally admitted on [DATE] with diagnoses to include traumatic brain hemorrhage,
quadriplegia, depression, bilateral extremity contractures and expressive aphasia.

Review of quarterly Minimum Data Set (MDS) dated [DATE] revealed Resident #10 has bilateral hand/arm
contractures and is totally dependent on staff for all Activities of Daily Living and is dependent on G-tube
[gastronomy tube] for all nutrition needs.

Review of Resident #10's care plan, updated 4/4/24, states [Resident #10] has depression r/t physical
limitations secondary to quadriplegia, TBI . Intervention: Monitor/document/report PRN any risk for harm to
self: suicidal plan, risky actions (stockpiling pills . or writing a note), intentionally harmed or tried to harm self .

During an interview on 7/10/24 at 8:43 a.m., in presence of 2 surveyors, the Administrator indicated Resident
#10 does not have the ability to independently move his/her hands/arms and would have no ability to
harm/hurt him/herself, and does not have access to any pills. At this time Administrator confirmed Resident
#10's care plan has not been updated to accurately reflect his/her needs.

2. Resident #13 was originally admitted on [DATE] with diagnoses to include dementia, history of traumatic
brain injury (TIA), and seizure disorder.

Further review of Resident #13's care plan updated 5/21/24 states '( #13) at a High Risk for Elopement r/t
wandering risk scale, wandering behavior pattern, attempts at opening doors to outside he demands to be
brought to store at times with difficulty redirecting; Wanderguard to wheelchair EXP 10/14/23 9000-0139I.

Observation of wander guard on Resident #13's wheelchair on 7/11/24 at 10:01 a.m., Revealed Resident
#13's wander guard expiration date 3/5/24 9000-01391. Further review of Resident #13's clinical record
lacked evidence his/her care plan was updated to appropriately reflect wander guard expiration date. During
an interview on 7/11/24 at 10:16 a.m., Licensed Practical Nurse (LPN #1) indicated it was nursing's
responsibility to ensure wander guard expiration date is correct.

Further review of Resident #13's care plan updated 5/21/24 states [Resident #13] has Diabetes Mellitus,
Wash feet daily with mild soap and water. Dry thoroughly. Apply lotion. During an interview on 7/11/24 at
10:17 a.m., LPN#1 confirmed Resident #13's order to wash feet was discontinued a while ago and that was
an old order that never got updated in the care plan.
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F 0657

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33639

Based on interviews and record review, and policy review, the facility failed to review and revise the care
plan by an interdisciplinary team (IDT) meeting, which included the participation of the resident and
resident's representative, after each Minimum Data Set (MDS) 3.0 assessments, for 6 of 6 residents whose
care plans were reviewed (#16, #10, #13, #26, #23, #31).

Findings:

1. A surveyor reviewed the clinical documentation of Resident #16, which included review of a
comprehensive Quarterly MDS dated [DATE], 3/8/24 and 6/8/324. The surveyor could not locate evidence,
after completion of the above 3 MDS assessments, that a care plan meeting was held by the IDT that
included, to the extent possible, participation of Resident #16 and/or his/her representative to review and
revise the care plan.

On 7/10/24 at 9:46 a.m., during an interview with the Social Services Director (SW), she confirmed the above
IDT meetings were not completed.

42531

2. A surveyor reviewed the clinical documentation of Resident #10, which included a review of quarterly
MDS's dated 10/25/23, 1/25/24 and 4/26/24. Review of Resident #10's clinical record lacked evidence that a
care plan meeting was held by the IDT that included, to the extent possible, participation of Resident #10
and/or his/her representative to review and revise the care plan.

During a telephone interview on 7/9/24 at 11:10 a.m., Resident #10's guardian indicated that someone at the
facility informed him/her that they only held care plan meetings every 6 months and has not been invited to
once since 2023.

3. A surveyor reviewed the clinical documentation of Resident #13's, which included a review of quarterly
MDS's dated 9/4/23 and 12/4/23. Review of Resident #13's clinical record lacked evidence that a care plan
meeting was held by the IDT that included, to the extent possible, participation of Resident #13 and/or
his/her representative to review and revise the care plan.

During an interview on 7/10/24 at 11:26 a.m., Resident #13 family member indicated he/she can't remember
when the last care plan meeting was, but it has been quite a while.

During an interview on 7/9/24 at 2:19 p.m., SW confirmed care plan meetings were not held for Resident's
#10 and #13.

50218
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F 0657 4. A surveyor reviewed the clinical documentation of Resident #31, which included review of a
comprehensive Quarterly MDS dated [DATE] and 6/13/24. The surveyor could not locate evidence, after

Level of Harm - Minimal harm or completion of the above 2 MDS assessments, that a care plan meeting was held by the IDT that included, to

potential for actual harm the extent possible, participation of Resident #31 and/or his/her representative to review and revise the care
plan.

Residents Affected - Some
5. A surveyor reviewed the clinical documentation of Resident #23, which included review of a
comprehensive Quarterly MDS dated [DATE], 10/24/23, 11/28/23, 2/28/24, 5/27/24 and 6/17/24. The
surveyor could not locate evidence, after completion of the above 6 MDS assessments, that a care plan
meeting was held by the IDT that included, to the extent possible, participation of Resident #23 and/or
his/her representative to review and revise the care plan.

6. A surveyor reviewed the clinical documentation of Resident #26, which included review of a
comprehensive Quarterly MDS dated [DATE], 2/29/24, and 5/31/24. The surveyor could not locate evidence,
after completion of the above 3 MDS assessments, that a care plan meeting was held by the IDT that
included, to the extent possible, participation of Resident #26 and/or his/her representative to review and
revise the care plan.

On 7/10/24 at 2:25p.m., during an interview Resident #26's guardian indicated that the family has not been
invited to any IDT meetings in the last year.

On 7/11/24 at 11:28 a.m., during an interview with the Director of Social Services, she confirmed the above
IDT meetings were not completed for Resident's #31, #23, and #26.

Review of Baseline/Comprehensive Person Centered Care Plan dated 3/23 states .The Comprehensive
Person Centered Care Plan (CPCCP) will be developed after the completion of the comprehensive
assessment (MDS). The CPCCP will be reviewed by an interdisciplinary team that includes the following
representatives: The resident, The resident's family or legal representative, Therapeutic Recreation,
Specialized Rehab and Healthcare provider . The resident and or representative has the right to participate
in the development/implementation of the planning process, request meetings and has the right to request
revisions to the plan of care . The CPCCP will be reviewed and revised as follows: quarterly following MDS
completion .
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F 0679 Provide activities to meet all resident's needs.

Level of Harm - Minimal harm or 42531
potential for actual harm
Based on record review, policy review, observations and interviews, the facility failed to provide residents
Residents Affected - Few with a continuous resident centered activities program for 1 of 1 resident reviewed for activity participation (
#10).

Findings:

Review of facility policy Participation Record dated 5/14 states An individual's level of involvement in
recreation programming will be documented on the Recreation Participation Record . The current
Participation Record will be maintained daily, organized, and easily accessible to all Recreation .

Review of facility policy Individual Program Planning dated 10/23 states Regularly scheduled programming
will be provided to all patients who are not able to tolerate or prefer not to participate in group or independent
leisure opportunities and/or at risk of a lack of meaningful recreational and/or social engagement. An
individualized program will: Include interactions and experiences that support the resident's patient's overall
wellbeing . The patient's engagement in individual (one-to-one) programs will be recorded on the Resident
Participation Record indicating which preference was met and the patient's response to the intervention.

Review of Resident #10's clinical record reveled Activities -Initial Review completed 8/7/23 states: Past
activities Interest Spending time with her family and watching movies, listening to music .

Review of Resident #10's Activity Participation Record dated May 2024 revealed he/she was offered/refused
activity participation 7 of 30 days, Review of June 2024 revealed he/she was offered/refused activity
participation 3 of 30 days, and July 2024 revealed he/she was offered/refused activity participation 5 of 10
days.

Review of Resident #10 care plan updated 4/24/24 states The resident is dependent on staff etc. for meeting
emotional, intellectual, physical, and social needs r/t (if dependent). The resident will maintain involvement in
cognitive stimulation, social activities as desired through review date .

On 7/10/24 at 2:05 p.m., live music was playing in the dining room. Observation of participating residents
noted Resident #10 was not present.

During an interview on 7/10/24 at 2:10 p.m., In presence of 2 family members, Resident #10 indicated that
he/she was not asked if he/she wanted to attend the music activity and would have liked to attend. Family
member indicated they had been there a while, and no one asked him/her if he/she wanted to go to listen to
music.

During an interview on 7/10/24 at 2:15 p.m., Certified Nursing Assistant (CNA1) indicated she was aware
that Resident #10 enjoyed music and he/she should have been asked if he/she wanted to participate.

(continued on next page)
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F 0679 During an interview on 7/10/24 at 10:06 a.m., Activity Director indicated that all residents should be asked if
they want to attend activities and if they refuse it should be documented in their chart. Bed bound residents

Level of Harm - Minimal harm or and residents that don't like group activities should get a 1:1. Care plans should reflect residents' choices

potential for actual harm appropriately and be updated quarterly. Review of Resident #10's activity participation logs lacked evidence

that 1:1 activities were offered or refused.
Residents Affected - Few
During an interview on 7/10/24 at 2:17 p.m., Activity Assistant (AA) indicated that she goes in every room
and asks every resident if they want to attend the activity. AA further indicated she did go in Residents #10's
room but didn't ask if he/she wanted to attend because he/she was in bed. At this time AA confirmed
Resident #10 was not invited to attend music activity.
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(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm or

potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42531

Residents Affected - Few Based on observation and interview, the facility failed to ensure that the resident's safety when the residents

wander guard was expired for 1 of 1 resident reviewed for elopement (#13). In addition, the facility failed to a
blocked fire door on 1 of 3 units ((NAME] Unit), on 2 of 3 survey days.

Findings:
1. Resident #13 was admitted on [DATE] and has diagnoses to include dementia, anxiety, and is legally blind.

Review of significant change Minimum Data Set (MDS) dated [DATE] revealed Resident #13 had a Brief
Interview for Mental Status of 4 of 15 indicating he/she is not cognitively intact.

Review of Resident #13's care plan updated [DATE] states [Resident #13] is at a High Risk for Elopement r/t
wandering risk scale, wandering behavior pattern, attempts at opening doors to outside [Resident #13]
demands to be brought to store at times with difficulty redirecting-

Observations of Resident #13 between [DATE] at 7:49 p.m., [DATE] at 9:53 a.m., and [DATE] at 10:01 a.m.,
revealed Resident #13's self propelling wheelchair in halls.

Observation of Resident #13's wander guard located under his/her wheelchair was noted to have expiration
date of [DATE].

During an interview on [DATE] at 10:16 a.m., Licensed Practical Nurse (LPN1) indicated it was nursing's
responsibility to check wander guard expiration date and at this time LPN1 confirmed Resident #13's wander
guard was expired.

On [DATE] at 11:31 p.m., the above concerns were discussed with Director of Nursing.

48648

2. On [DATE] at 6:15 p.m., a surveyor observed a standing fan obstructing an open fire door in the [NAME]
Hallway. The fan was moved without surveyor intervention by 7:00 p.m.

On [DATE] at 9:19 a.m., a surveyor observed a standing fan obstructing an open fire door in the [NAME]
Hallway. Staff was alerted by the surveyor and the fan was moved.

On [DATE] at 11:26 a.m., the fan obstructing the fire door was discussed with the Regional Director of
Operations.
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(X4) 1D PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0727 Have a registered nurse on duty 8 hours a day; and select a registered nurse to be the director of nurses on
a full time basis.

Level of Harm - Minimal harm or

potential for actual harm 48648

Residents Affected - Few Based on record review and interviews, the facility failed to use the services of a Registered Nurse (RN) for
at least 8 consecutive hours a day, 7 days a week, for 2 of 190 days reviewed for RN coverage.
Findings:
On 7/10/24 a surveyor reviewed the nursing working schedules from 1/1/24-7/8/24 and found that on Sunday
2/4/24 and Friday 7/5/24 the facility did not have a Registered Nurse (RN) on duty for at least 8 consecutive
hours.
On 7/10/24 at 10:39 a.m. a surveyor met with the Administrator about the days listed above with no RN on
duty.
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F 0761 Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments, separately
Level of Harm - Minimal harm or locked, compartments for controlled drugs.

potential for actual harm
50218
Residents Affected - Few
Based on observation, interview, and facility policy, the facility failed to ensure an outdated vaccine was
removed from the supply available for use in medication refrigerator in 1 of 1 medication storage rooms
reviewed for 1 of 4 days of survey.

Finding:

On 7/10/24 at 8:49 a.m., a surveyor observed the medication refrigerator in the medication storage room with
Registered Nurse (RN) #2. The Surveyor observed a Covid-19 vaccine with and expiration date of 6/28/24.
The RN confirmed the vaccine was expired and disposed of the vaccine immediately.

The facilities policy titled Medication Storage Regulation states, .Facility must have a system in place to
regularly check the entire Medication Refrigerator for .expired medications which includes the removal of
these medications from the regular stock PRIOR to the expiration date .
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42531
Residents Affected - Some Based on observations, interviews, record review, and facility policy, the facility failed to ensure the kitchen
was maintained in a clean and sanitary manner, failed to ensure foods were dated/ labeled and stored
appropriately for 2 of 3 survey days (kitchen and Pemaquid dining room), failed to ensure that the freezers
and refrigerator's temperatures were monitored appropriately. This has the potential to affect all residents
that eat food prepared by kitchen staff.

Findings:

1. On 7/8/24 between 6:04 p.m., and 6:21 p.m., a surveyor and the cook completed an initial tour of the
kitchen which revealed the following:

Observation of 3 door refrigerator noted the following:

- Individual sliced yellow cheese wrapped in saran wrap, undated, unlabeled and available for use.

-clear squeeze bottle of yellow substance, undated, unlabeled and available for use.

-plastic container of chopped red chili peppers, undated, unlabeled and available for use.

-Clear plastic container containing biscuits covered with saran wrap unlabeled, undated and available for use.
-Gallon jar of ranch dressing undated and available for use.

-Gallon jar containing relish undated and available for use.

- Jar of chopped garlic, undated and available for use.

-Gallon jug of [NAME] slaw 1/4 full, undated and available for use.

-1/2 gallon whole milk, undated and available for use.

-1 pitcher of orange juice; 1 pitcher of apple juice; 1 pitcher of tomato juice; and 1 pitcher of purple juice
undated and available for use.

- large gray dish basin containing 14, 8 oz cups full of fluid, undated, unlabeled and available for use.

-large gray dish basin containing 12, 8 oz cups full of liquid, undated, unlabeled and available for use. The
bottom of bottom of the basin contains obvious spilled liquid.

- Plastic container of what was identified as tuna salad, undated, unlabeled and available for use.

(continued on next page)
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F 0812 Observation of dry storage room revealed the following items on shelving units:
Level of Harm - Minimal harm or -Box of cream of wheat undated, opened to air and available for use.

potential for actual harm

-Bag of sliced almonds undated, opened to air and available for use.
Residents Affected - Some

-Small bag of peanut butter crackers opened, individual crackers directly on shelf, open and available for
use.

-8 ox plastic glass 1/4 full of a brown liquid, uncovered, unlabeled and available for use.

-Bag of vanilla cake mix dated 5/15, opened to air and available for use.

-Bag of plain breadcrumbs, undated, open to air, and available for use

-Bag of mashed potatoes undated, open to air and available for use.

-Floor had obviously soiled grout, obvious debris. Surveyor and cooks shoes sticking to ground.

Observation of walk in refrigerator revealed the following:

-Large plastic gray basin on refrigerator shelf with 8 plastic containers of unknown substance, undated,
unlabeled and available for use.

-Large metal tray approximately 11x14 inches in diameter, covered with foil, undated, unlabeled and
available for use. Note on top states leftovers please use

-Block of yellow sliced cheese wrapped in saran wrap, undated and available for use.

-Unknown white substance wrapped in saran wrap undated, unlabeled and available for use.

Observation of walk in freezer revealed:

-Box of pork sausage patties undated, opened to air and available for use.

-Box of frozen pizza dough undated, opened to air, and available for use.

-Box of frozen broccoli with obvious freezer burn undated, open to air and available for use.

-Floor in freezer, had obvious stains on grout between tiles, obvious debris.

Review of policy Food Storage dated 9/19 states It is the policy of this facility that food will be stored in a
manner so as to maintain high quality, avoid spoilage and prevent contamination. All perishable foods will be
stored at proper temperatures, refrigerated at 35 to 41 degrees and frozen at 0 to -10 degrees F All food will
be dated upon stocking if taken out of its original packaging and re-wrapped or secured in containers with
tightly fitted lids. If not in the original packaging, all food items must be covered, dated and labeled with the
name of the contained food .All food will be stored in areas protected from contamination by condensation,

leakage, drainage, rodents or vermin

(continued on next page)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 205078 Page 15 of 20



Department of Health & Human Services Printed: 12/04/2024

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
205078 B. Wing 07/11/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Winship Green Center for Health & Rehab, LLC 51 Winship St
Bath, ME 04530

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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F 0812 During an interview on 7/11/24 at 8:02 a.m., (DA#2) indicated when food is opened for the first time you are
supposed to document an opening date and make sure it's properly sealed and stored.
Level of Harm - Minimal harm or

potential for actual harm 2. On 7/8/24 at 6:04 p.m., an initial tour of the kitchen revealed the following:

Residents Affected - Some -Stand mixer with black cover over it had visible debris. During an interview on 6/8/24 at 6:05 p.m., [NAME]
indicated that the mixing bowl is cleaned after every use and if it is covered it means that it's been thoroughly
cleaned and is ready to be used again. At this time the cook confirmed the area behind and above mixing
bowl had obvious debris.

-2 large flour containers noted to have visible caked on debris on top. There is a brown soup bowl located on
top of one flour container, visibly soiled. At this time cook confirmed dietary staff use the soup bowl to take
flour out of the container and is not sure why they don't use a scoop.

Observation of dishwashing room on 7/8/24 revealed the following:

-30 gallon trashcan noted next to counter with obvious caked on, dried on debris on top and outside surfaces.
-All 4 walls and baseboards are visibly dirty.

-Dishwasher top and sides had visibly caked on debris.

-Pipes directly under sink have obvious dust and debris.

On 7/8/24 at 6:21 p.m., [NAME] indicated kitchen staff have stickers that they are supposed to be putting on
all items they place in refrigerator which should be dated and labeled when they are put in refrigerator, but no
one really does; Refrigerator and freezer temperatures are supposed to be taken twice daily; staff sweep the
floors, but don't usually wash them at the end of each shift; and staff are supposed to ensure entire kitchen in

clean before the end of their shift.

During follow-up kitchen observation on 6/10/24 at 7:05 a.m., with Food Service Director (FSD), the following
was observed:

-Observation of walk in refrigerator contained block of yellow sliced cheese wrapped in saran wrap undated,
and available for use. [NAME] substance covered in saran wrap, undated, unlabeled available for use.

-Observation of Dish Room revealed trash can in dish room top and sides had obvious debris. Top and sides
of dishwasher visibly soiled and All 4 walls of dish room visibly soiled with obvious debris.

-Observation of food preparation area revealed that the top and sides of trash can visibly soiled.

-Observation of dry storage room reveled bag of vanilla cake mix dated 5/15 on shelf open to air and
available for use. At this time FSD confirmed above concerns.

During an interview on 7/10/24 at 8:43 the above concerns were discussed with the Administrator in the
presence of 2 surveyors.

(continued on next page)
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(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0812

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Review of temperature logs reveled the flowing:

Review of Main Dining Room temperature Log dated June 2024 lacked evidence of documented
temperature on 6/10/24 during the PM shift.

Review of Walk -In Temperature Log/refrigerator-freezer dated July 2024 lacked evidence of documented
temperatures on 6//3/24, 6/4/24, 6/5/24, and 6/6/24 during the PM shift.

Review of 3 Door Refrigerator Temperature Log dated July 2024 lacked evidence of documented
temperatures on 6/3/24, 6/4/24, 6/5/24, 6/6/24 or 6/7/24 during the PM shift.

Review of Walk-In temperature logs dated July 2024 lacked evidence of documented temperatures on
6/3/24, 6/4/24, 6/5/24, 6/6/24, 6/7/24 and 6/8/24 during the PM shift.

Review of Pemaquid Dining Room Temperature Log dated June 2024 revealed documented temperature of
42 degrees on 6/6/24, 6/8/24, 6/14/24, 6/17/24, 6/21/24 and 6/27/24 during the AM shift. Further review of
refrigerator temperature log lacked evidence of any follow -up regarding these temperatures.

Review of Pemaquid Dining Room Temperature Log dated April 2024 revealed documented refrigerator
temperature of 43 degrees on 4/18/24, and 42 degrees on 4/19/24 during the PM shift. Further review of
refrigerator temperature log lacked evidence of any follow -up regarding these temperatures.

Review of facility policy Kitchen Sanitation dated 1/20 states Cleaning will be done daily, weekly, monthly, or
as needed within the Kitchen. All assignments will follow the proper procedures listed in this manual and will
be reviewed by the food Service Manager or Designee . All food contact surfaces shall be cleaned with
detergent and sanitized with an approved food safe sanitizer and allowed to air dry. The Manager is
responsible for assigning the cleaning duties to the appropriate staff and to ensure that appropriate safety
equipment is available. Utilizing a checklist for the tasks assigned the kitchen is to be clean at the end of the
shift. In the absence of the Food Service Manager, [NAME] or designee is responsible to ensure that
cleaning responsibilities have been completed at the end of the shift.

During an interview on 7/11/24 at 7:59 a.m., Dietary Aide (DA#1) indicated that if a refrigerator temperature
is too high or too low, he just documents the temp on the page because he figures the Dietary Manager
reviews it anyway and has no idea what else is supposed to be done.

During an interview on 7/11/24 at 8:02 a.m., DA#2 indicated if a refrigerator temperature were out of range,
he would notify Dietary Manager and get his guidance.

During an interview on 7/11/24 at 8:07 a.m., DM indicated if temps are off staff are to notify him or the
maintenance staff. If there is a problem, they will attempt to fix it and take the temperature again.

3. 0On 7/9/24 at 8:23 a.m., Observation of dining room kitchenette refrigerator/freezer revealed the following:

-Refrigerator contained container of sour cream, small glass jar with unknown red substance, 1/4 gallon of
whole milk, and 1 plastic container of cupcakes undated, unlabeled and available for use.

(continued on next page)
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F 0812 - Freezer was visibly heavily soiled with a brown substance and contained unlabeled and undated popsicles.
Level of Harm - Minimal harm or Review of facility policy Use & Storage of food brought to residents by family and visitors dated 3/22 states .
potential for actual harm Perishable foods must be stored in the nursing unit kitchen nourishment refrigerator and identified with

resident's name, food item and use by date. Facility staff are responsible to discard perishable foods within
Residents Affected - Some 72 hours of being brought in from outside .

During an interview on 7/9/24 at 8:23 a.m., Dietary Manager (DM) indicated the refrigerator contains
resident's personal food and snacks and it is locked to prevent residents from opening it without staff and per
policy personal food is to be discarded after 72 hours. DM further indicated that dietary staff are supposed to
ensure items are dated, refrigerator is clean, and items are discarded after 72 hours.

On 7/9/24 at 8:32 a.m., Administrator indicated that only staff have access to the refrigerators, and it is the
dietary staff's responsibility to clean the refrigerator.
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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42531

Residents Affected - Few Based on observation, record review and interview, the facility failed to ensure that the resident's record
contained accurate information (#13).

Findings:

During a medical record review of Resident #13's Treatment Administration Record (TAR) dated [DATE]
revealed order with start date of [DATE] to Check [wanderguard] expiration date one time weekly every day
shift every Friday for [wanderguard]. Further review of Resident #13's TAR revealed it was checked on
[DATE] on 7a-3p shift.

Review of Resident #13's care plan updated [DATE] states [Resident #13] is at a High Risk for Elopement r/t
wandering risk scale, wandering behavior pattern, attempts at opening doors to outside (Resident #13)
demands to be brought to store at times with difficulty redirecting- Wander guard to wheelchair EXP [DATE],
d+[DATE]!I.

On [DATE] at 10:01 a.m., a surveyor observed Resident #13's wander guard located under wheelchair to
have expiration date of [DATE] ,d+[DATE].

Review of Resident #13's Kardex revealed Wander guard to wheelchair EXP [DATE] [DATE].

During an interview on [DATE] at 10:16 a.m., in presence of 2 surveyors, Licensed Practical Nurse (LPN1)
indicated it was nursing's responsibility to check wander guard is working, and to check expiration date. At
this time LPN1 confirmed Resident #13's clinical record did not contain accurate information and wander

guard is expired.

On [DATE] at 11:31 p.m., the above concerns were discussed with Director of Nursing.
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F 0921 Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the
public.

Level of Harm - Minimal harm or

potential for actual harm 42531

Residents Affected - Few Based on interviews and observations, the facility failed to ensure a resident's wheelchair was clean on 2 of

3 survey days (#13).
Findings:

On 7/08/24 at 7:49 a.m., 7/9/24 at 9:54 a.m., and 7/10/24 at 9:53 a.m., Resident #13 was observed in the
hall, sitting in his/her wheelchair. The wheelchair was observed to be soiled on each observation.

During an interview on 7/10/24 at 11:21 a.m., Administrator confirmed Resident #13's wheelchair is soiled.
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