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F 000 INITIAL COMMENTS F 000

 On 4/25/2024, an unannounced on-site visit was 
conducted at Springbrook Center for the purpose 
of an investigation of complaints #ME00047149 
and #ME00047169.  It was determined that 
Springbrook Center was not in substantial 
compliance with 42 CFR 483, Sub-part 
B-Requirements for Long Term Care Facilities

 

F 557 Respect, Dignity/Right to have Prsnl Property
CFR(s): 483.10(e)(2)

§483.10(e) Respect and Dignity.  
The resident has a right to be treated with respect 
and dignity, including:

§483.10(e)(2) The right to retain and use personal 
possessions, including furnishings, and clothing, 
as space permits, unless to do so would infringe 
upon the rights or health and safety of other 
residents.
This REQUIREMENT  is not met as evidenced 
by:

F 557
SS=D

 Based on observation and interviews, the facility 
failed to ensure that a resident was treated with 
dignity and respect for 1 of 11 residents reviewed. 
(Resident #5)

Findings:

On 4/25/2024 at 8:20 a.m., Resident #5 was 
observed in the common area of Wayside 
Gardens Unit in his/her wheelchair sitting at the 
dining table naked from the waist down. Two 
CNAs were observed  also in the dining area 
serving other residents and did nothing to 
preserve the resident's dignity.   (CNA1 and 
CNA2) The LPN (LPN1) who was passing meds 
nearby was called to assist in removing resident 
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F 557 Continued From page 1 F 557
to his/her room. 

At 8:30 a.m. the Director of Nursing came to the 
unit and the above findings were confirmed with 
him at that time.
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