PRINTED: 05/03/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
205128 B. WING 04/19/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MAPLECREST REHAB & LIVING CENTER 174 MAIN ST
MADISON, ME 04950
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY 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
DEFICIENCY)
F 000 INITIAL COMMENTS F 000

From 4/16/24 through 4/19/24, on-site visits were
conducted at Maplecrest Rehabilitation and Living
Center for the purpose of a Recertification Survey
and investigating #ME00046800. It was
determined that Maplecrest Rehabilitation and
Living Center was not in substantial compliance
with 42 CFR 483, Sub-part B Requirements for
Long Term Care Facilities.

F 554  Resident Self-Admin Meds-Clinically Approp F 554

SS=D CFR(s): 483.10(c)(7)

§483.10(c)(7) The right to self-administer
medications if the interdisciplinary team, as
defined by §483.21(b)(2)(ii), has determined that
this practice is clinically appropriate.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews, record review,
and facility policy, the facility failed to assess a
resident for self-administration of medications
(Resident #20).

Review of facility policy "Self-Administration of
Medications" dated 11/28/16 states "...Facility ...
should assess and determine, ... whether
Self-Administration of medications is safe and
clinically appropriate, based on the resident's
functionality and health condition...To ensure safe
and appropriate Self-Administration, Facility
should educate residents to ensure that a
resident is able to; State the name, dose,
strength, frequency, and purpose for use of
his/her medications; Understand the possible side
effects of his/lher medications and that he/she
should notify Facility staff if he/she experiences
any such side effects; correctly
administer...his/her medications... Facility should
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ensure that orders for Self-Administration list the
specific medication(s) the resident may
Self-Administer.... Facility should document in the
Self-Administration of medications in the
residents care plan...."

Review of Minimum Data Set (MDS) dated 2/2/24
reveled Resident #20 had a Brief Interview for
Mental Status (BIMS) of 12 of 15 indicating
[he/she] moderate impairment.

On 4/16/24 at 6:41 a.m., two surveyors observed
Resident #20 lying in bed, a small medication cup
containing vitamin D3, lopid (cholesterol
medication), ferrous sulfate (iron), allopurinol
(gout medication), Vitamin C, garlic oil, milk
thistle, senna and pantoprazole (9 pills). Resident
#20 indicated "l can't take my pills until I've had
my breakfast." Review of entire clinical record
lacked evidence that a self-administration
assessment was completed for Resident #20.

On 4/16/24 at 7:43 a.m., during an interview,
CNA-M#2 indicated that Resident #20 likes to
take [his/her] medications after breakfast so they
leave them at bedside.

On 4/17/24 on 10:05 a.m., during an interview,
LPN#1 indicated that medications should not be
left at bedside.

On 4/17/24 at 10:08 a.m., during an interview,
CNA-M#3 indicated Resident #20 likes to take
[his/her] medications after breakfast but they
don't leave them at bedside.

On 4/17/24 at 10:56 a.m., during an interview,
DNS indicated that a resident needs to have an
order and an evaluation to self-administer
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medications. DNS further indicated that
medications are not to be left at Resident #20's
bedside. At this time, the above findings were
confirmed.

F 558 | Reasonable Accommodations Needs/Preferences F 558
SS=D  CFR(s): 483.10(e)(3)

§483.10(e)(3) The right to reside and receive
services in the facility with reasonable
accommodation of resident needs and
preferences except when to do so would
endanger the health or safety of the resident or
other residents.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record review, the
facility failed to follow a resident's schedule for
bathing and to ensure that a resident has a
choice about his/her care in the area of bathing
for 1 of 1 resident (Resident #11).

On 4/17/24 at approximately 10:00 a.m. ,during
an interview with a surveyor, Resident #11 voiced
his/her frustration that he/she has not been
receiving his/her showers on a weekly basis.
Further, Resident #11 stated he/she prefers a
whirlpool twice a week because it helps make
his/her joints feel better and helps with his/her
chronic pain.

On 4/17/24, a surveyor reviewed the facility's
"Whirlpool & Shower List" which indicates the
resident is scheduled to have a shower and/or
whirlpool on Wednesday during the day shift. In a
review of the resident's electronic bath record
from 3/1/24 through 4/17/24 indicates that
resident had a shower on 3/27/24 and 4/10/24.
The resident did receive a bed bath on the days a
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shower and/or whirlpool was not provided.

On 4/17/24, at approximately 11:30 a.m., during
an Interview, the Director of Nurses (DON)
confirmed the above findings.

In an interview with the Licensed Practical Nurse,
(LPN), Minimum Data Set Coordinator (MDS
Coordinator) he/she stated that the care plan
should be updated to reflect Resident #11's
preferences for bathing. Further, she stated when
a resident refuses bathing/and or a shower, the
refusal should be reported to the charge nurse as
to the reason of the Resident's refusal so that it
can be documented. On 4/17/24, at
approximately 2:15 p.m., the LPN, MDS
Coordinator confirmed that these concerns will be
addressed, and the care plan will be updated.

F 576 Right to Forms of Communication w/ Privacy F 576
SS=B CFR(s): 483.10(g)(6)-(9)

§483.10(g)(6) The resident has the right to have
reasonable access to the use of a telephone,
including TTY and TDD services, and a place in
the facility where calls can be made without being
overheard. This includes the right to retain and
use a cellular phone at the resident's own
expense.

§483.10(g)(7) The facility must protect and
facilitate that resident's right to communicate with
individuals and entities within and external to the
facility, including reasonable access to:

(i) A telephone, including TTY and TDD services;
(ii) The internet, to the extent available to the
facility; and

(iii) Stationery, postage, writing implements and
the ability to send mail.
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§483.10(g)(8) The resident has the right to send
and receive mail, and to receive letters, packages
and other materials delivered to the facility for the
resident through a means other than a postal
service, including the right to:

(i) Privacy of such communications consistent
with this section; and

(ii) Access to stationery, postage, and writing
implements at the resident's own expense.

§483.10(g)(9) The resident has the right to have
reasonable access to and privacy in their use of
electronic communications such as email and
video communications and for internet research.
(i) If the access is available to the facility

(i) At the resident's expense, if any additional
expense is incurred by the facility to provide such
access to the resident.

(iii) Such use must comply with State and Federal
law.

This REQUIREMENT is not met as evidenced
by:

Based on interview, the facility failed to ensure
that mail was delivered to all residents on 1 of 6
days, Monday through Saturday. (Saturday)

Finding:

During a group interview on 4/18/24 at 10:24
a.m., three residents indicated that they do not
have mail delivered on Saturday.

On 4/18/24 at 10:45 a.m., during an interview, the
Director of Nursing indicated she was not aware
that residents were not receiving their mail.

On 4/18/24 at 11:56 a.m., during an interview, the
Administrator indicated she contacted the post
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office and was told that Saturday mail had been
on hold for approximately 4 years. The
Administrator further indicated she asked to take
Saturday mail off hold.

F 578 Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir F 578
SS=E CFR(s): 483.10(c)(6)(8)(g)(12)(i)-(v)

§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse
to participate in experimental research, and to
formulate an advance directive.

§483.10(c)(8) Nothing in this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical
services deemed medically unnecessary or
inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | (Advance Directives).

(i) These requirements include provisions to
inform and provide written information to all adult
residents concerning the right to accept or refuse
medical or surgical treatment and, at the
resident's option, formulate an advance directive.
(i) This includes a written description of the
facility's policies to implement advance directives
and applicable State law.

(iii) Facilities are permitted to contract with other
entities to furnish this information but are still
legally responsible for ensuring that the
requirements of this section are met.

(iv) If an adult individual is incapacitated at the
time of admission and is unable to receive
information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:PUWJ11 Facility ID: 2504 If continuation sheet Page 6 of 52



PRINTED: 05/03/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
205128 B. WING 04/19/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MAPLECREST REHAB & LIVING CENTER 174 MAIN ST
MADISON, ME 04950
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY 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
DEFICIENCY)
F 578 | Continued From page 6 F 578

individual's resident representative in accordance
with State law.

(v) The facility is not relieved of its obligation to
provide this information to the individual once he
or she is able to receive such information.
Follow-up procedures must be in place to provide
the information to the individual directly at the
appropriate time.

This REQUIREMENT is not met as evidenced
by:

Based on facility policy, record review, and
interviews the facility failed to provide
residents/representatives written information
concerning the right to accept or refuse medical
or surgical treatment and/or formulate an
advance directive for 6 of 6 residents reviewed for
advanced directives (Resident's #7, #23, #27,
#39, #304 and #306).

Findings:

Review of facility policy "Advanced Directive
Policy and Procedure" dated 10/18 states
"POLICY"...Upon admission, the facility will inform
and provide the resident/and/or resident's
representative with information about advanced
directive. ... PROCEDURE: Upon admission,
identify if the resident has an advance directive
and if not, determine if the resident wished to
formulate an advance directive... All advance
directive document copies will be obtained and
located in the resident's medical record..."

1. Resident #7 was admitted to facility on 3/5/19
with diagnoses to include multiple sclerosis.

Review of annual Minimum Data Set (MDS)
dated 3/4/24 revealed Resident #7 had a Brief
Interview for Mental Status (BIMS) of 14 of 15
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indicating he/she is cognitively intact.

Review of Resident 7's clinical record lacked
evidence that the facility provided
resident/representatives written information
concerning the right to accept or refuse medical
or surgical treatment and/or formulate an
advance directive.

During an interview on 4/17/24 at 9:00 a.m.
Resident #7 indicated that he/she doesn't
remember ever being asked or offered an
advanced directive.

2. Resident #23 was admitted to facility on
7/18/23 with diagnoses to include cerebral
infarction, morbid obesity and the presence of a
cardiac pacemaker.

Review of Resident 23's clinical record lacked
evidence that the facility provided
resident/representatives written information
concerning the right to accept or refuse medical
or surgical treatment and/or formulate an
advance directive.

During an interview on 4/17/24 at 9:30 a.m.,
Resident #23 indicated that he/she doesn't
remember ever being asked any questions
regarding an advanced directive.

3. Resident #27 was admitted on 2/14/20 with
diagnoses to include vascular dementia, and
depression.

Review of admission MDS dated 4/3/24 revealed
Resident #27 had a BIMS of 5 of 15 indicating
that he/she is cognitively impaired.
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Review of Resident #27's clinical record lacked
evidence that he/she was offered/refused the
opportunity to formulate an advanced directive
upon his/her admission.

4. Resident #39 was admitted to the facility on
4/2/24 with diagnoses to include multiple
myeloma, and atrial fibrillation.

Review of quarterly MDS dated 3/5/24 revealed
Resident #39 had a BIMS of 14 of 15 indicating
he/she is cognitively intact.

Review of Resident #39's clinical record lacked
evidence that he/she was offered/refused the
opportunity to formulate an advanced directive
upon his/her admission.

5. Resident #304 was admitted on 3/28/24 with
diagnosis to include diabetes mellitus, major
depressive disorder, and post-traumatic stress.

Review of admission MDS dated 4/3/24 revealed
Resident #304 had a BIMS of 4 of 15 indicating
he/she is cognitively impaired.

Review of Resident #304's clinical record lacked
evidence that he/she was offered/refused the
opportunity to formulate an advanced directive
upon his/her admission.

6. Resident #306 was admitted on 3/8/24 with
diagnosis to include anxiety, and history of stroke.

Review of admission MDS dated 4/3/24 revealed
Resident #306 had a BIMS of 15 of 15 indicating
he/she is cognitively intact.

Review of Resident #306's clinical record lacked
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evidence that he/she was offered/refused the
opportunity to formulate an advanced directive
upon his/her admission.

During an interview on 4/17/23 at 12:15 p.m.,
Resident #306 stated that he/she could not recall
being asked or offered an advanced directive.

On 4/16/24 at 12:56 and 4/17/24 at 8:14 a.m.,
during an interview, the Licensed Social Worker
confirmed the clinical records lacked evidence
the above residents were offered/refused the
opportunity to formulate an advanced directive
upon his/her admission.

On 4/17/24 at 10:54 a.m., during an interview the
above was discussed with the Director of
Nursing.

Surveyor: Gosselin, Kimberly L
F 580  Notify of Changes (Injury/Decline/Room, etc.) F 580
SS=D CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which
results in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
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status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or

(D) A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(ii).

(i) When making notification under paragraph (g)
(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

(A) A change in room or roommate assignment
as specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.

(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident

representative(s).

§483.10(g)(15)

Admission to a composite distinct part. A facility
that is a composite distinct part (as defined in
§483.5) must disclose in its admission agreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and
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interviews, the facility failed to ensure the resident
representative was notified of an injury of
unknown origin and failed to follow its own
Notification of Changes policy and procedure for
1 of 1 sampled resident reviewed for injury of
unknow origin (Resident #9).

Findings:

The Facilities Notification of Changes policy and
procedure, developed September 2018 states,
"The nurse will immediately notify the resident,
residents physician and the residents
representatives for the following: An accident
involving the resident, which results in injury and
has the potential for requiring physician
intervention" and "The nurse will notify the
resident, resident physician and the resident
representatives for non immediate changes of
condition on the shift the changes occurs unless
otherwise directed by the physician."

On 4/16/24 at 7:15 a.m., observations were made
of Resident #9 to have purple bruising around
his/her left eye. At this time in an interview,
surveyor asked how the bruise was obtained,
Resident #9 stated, | don't know, while touching
his/her face.

The residents medical record contains a face
sheet which indicates Resident #9 has a family
representative and an Advanced Directive that
was signed by the resident representative on
4/18/18.

Review of nursing documentation dated 4/15/24
at 5:58 a.m., states, "Resident woke up this
morning with a large bruise under [his/her] left
eye of unknown origin" and a note on 4/15/24 at

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:PUWJ11 Facility ID: 2504 If continuation sheet Page 12 of 52



PRINTED: 05/03/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
205128 B. WING 04/19/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MAPLECREST REHAB & LIVING CENTER 174 MAIN ST
MADISON, ME 04950
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY 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
DEFICIENCY)
F 580 Continued From page 12 F 580

2:03 p.m., states, "l went to see [Resident] due to
staff stating he/she was fine when he/she went to
bed last night and this am has a left superficial
bruise under his/her eye, no bruising in or around
the eye more on his/her upper cheek toward eye.
No swelling or documented falls. [Resident] does
have a habit of sitting in his/her recliner and
falling asleep with bedside table being on that
side of him/her. Will monitor when in chair. When
| asked [Resident] what happened to his/her eye
he/she replied, "l don't know it happened
yesterday" complaints of no pain."

On 4/16/24 at 8:46 a.m., during an interview, the
Director of Nursing (DON) stated she was made
aware of Resident #9's bruise yesterday in the
morning. The surveyor requested the state
reportable incident for the injury of unknown
origin.

On 4/16/24 at 9:26 a.m., the DON provided the
surveyor with the State reportable incident form
which indicated "N/A" for the family/guardian
notification.

On 4/16/24 at 10:06 a.m., in an additional
interview, the DON was asked why the state
reportable incident for the injury of unknown
origin, states "N/A" for the family/resident
representative notification. The DON stated, the
resident doesn't have any family then stated, the
resident representative never comes in to see the
resident but she will attempt to call the
representative now.

On 4/16/24 at 10:22 a.m., during an interview with
the Licensed Social Worker she confirmed
Resident #9 has a representative however, when
they try to contact the representative, they leave a

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:PUWJ11 Facility ID: 2504 If continuation sheet Page 13 of 52



PRINTED: 05/03/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
205128 B. WING 04/19/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MAPLECREST REHAB & LIVING CENTER 174 MAIN ST
MADISON, ME 04950
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY 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
DEFICIENCY)
F 580 | Continued From page 13 F 580
voice message but do not get a return call.
F 584 Safe/Clean/Comfortable/Homelike Environment F 584

SS=E CFR(s): 483.10()(1)-(7)

§483.10(i) Safe Environment.

The resident has a right to a safe, clean,
comfortable and homelike environment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.

§483.10(i)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are
in good condition;

§483.10(i)(4) Private closet space in each
resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting
levels in all areas;

§483.10(i)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,
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1990 must maintain a temperature range of 71 to
81°F; and
§483.10(i)(7) For the maintenance of comfortable
sound levels.
This REQUIREMENT is not met as evidenced
by:

Based on observations and interviews, the facility
failed to adequately provide housekeeping and
maintenance services necessary to maintain the
building in good repair and in a sanitary condition
for the 3 of 4 units (Lakewood, Margaret Chase
Smith and Clearwater), a common area and the
Laundry room for 1 of 1 facility tours (4/18/24).

Findings:

On 4/18/24 from 8:40 a.m. to 9:00 a.m., a
surveyor, the Administrator, the Maintenance
Director and the District Manager for Health Care
Services conducted a tour of the facility in which
the following findings were observed:

Lakewood

- Resident Room [107] (bed 2) - The wallpaper
was peeling on the wall underneath the overhead
bed light and next to the floor by the head of the
bed.

Margaret Chase Smith

- Resident Room [306) - The wall, by the bed on
the right side of the room, was marred and had
chipped/missing paint creating an uncleanable
surface.

- Resident Room - The walls by the sink
were marred and had chipped/missing paint, the
drawers had chipped laminate and the bathroom
wooden hand rail had a worn surface exposing
untreated wood all of which created uncleanable
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surfaces.

Clearwater Unit

- Resident Room 27] - The bathroom electric
wall heating unit had chipped/missing paint
creating an uncleanable surface.

- Resident Room 28| - The bathroom electric
wall heating unit had chipped/missing paint
creating an uncleanable surface.

Nurse's station (common area)

- The corner of the Nurse's station, facing the
hallway, had a missing/broken piece of laminate
near the bottom.

Laundry Room

- The cement floor had chipped/missing paint
creating an uncleanable surface.

- There were approximately 10 broken/cracked
floor tiles.

- The wooden shelving, under the stored
chemicals and chemicals in use behind the
washing machines, had chipped/ missing paint
creating uncleanable surfaces.

On 4/18/24 at 9:00 a.m., in an interview, the
Administrator, the Maintenance Director, and the
District Manager of Health Care Services
confirmed the findings.

F 623 | Notice Requirements Before Transfer/Discharge F 623
SS=B CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
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language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(ii) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i)(C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or
(E) Aresident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;
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(i) The effective date of transfer or discharge;
(iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman,;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Il Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
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In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(1).

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to notify the resident, family and/or the
resident's representative in writing of the
transfers/discharge to an acute care hospital for 2
of 3 residents sampled for hospitalizations
(Residents #8 and #11).

Findings:

1. Documentation in Resident #8's clinical record
indicated that the resident was transferred to the
hospital on 1/29/24 and 3/4/24 and subsequently
admitted. The clinical record lacked evidence that
Resident #8 and/or the resident representative
were provided with a written transfer/discharge
notices upon either transfer.

On 4/18/24 at 8:34 a.m., during an interview, the
Minimum Data Set Coordinator confirmed the
above findings.

2. Documentation in Resident #11's clinical record
indicated that the resident was transferred to the
hospital on 4/1/24 and returned to the facility on
4/16/24. The clinical record lacked evidence that
Resident #11 and/or a family member were
provided with a written transfer/discharge notice
upon transfer.
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On 4/17/24 at 11:45 a.m., during an interview, the
Director of Nurses confirmed the above findings.

F 625  Notice of Bed Hold Policy Before/Upon Trnsfr F 625
SS=B | CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a
nursing facility transfers a resident to a hospital or
the resident goes on therapeutic leave, the
nursing facility must provide written information to
the resident or resident representative that
specifies-

(i) The duration of the state bed-hold policy, if
any, during which the resident is permitted to
return and resume residence in the nursing
facility;

(ii) The reserve bed payment policy in the state
plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding
bed-hold periods, which must be consistent with
paragraph (e)(1) of this section, permitting a
resident to return; and

(iv) The information specified in paragraph (e)(1)
of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragraph (d)(1) of this section.
This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to issue a bed hold notice which included
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the daily bed hold cost, to a resident, known
family member or legal representative for 2 of 3
sampled residents who had been transferred to
the hospital (Residents #8 and #11).

Findings:

1. Resident #8's clinical record revealed the
resident was transferred to an acute care hospital
on 1/29/24 and 3/4/24 and subsequently
admitted. The clinical record lacked evidence
that Resident #8 and/or the resident
representative were provided with a written bed
hold notice.

On 4/18/24 at 8:34 a.m., during an interview, the
Minimum Data Set Coordinator confirmed the
above findings.

2. Resident #11's clinical record revealed the
resident was transferred to an acute care hospital
on 4/1/24 and returned to the facility on 4/16/24.
The clinical record lacked evidence that Resident
#11 and/or a family member were provided with a
written bed hold notice.

On 4/17/24 at 11:45 a.m., during an interview, the
Director of Nurses confirmed the above finding.

F 640 Encoding/Transmitting Resident Assessments F 640
SS=B CFR(s): 483.20(f)(1)-(4)

§483.20(f) Automated data processing
requirement-

§483.20(f)(1) Encoding data. Within 7 days after
a facility completes a resident's assessment, a
facility must encode the following information for
each resident in the facility:

(i) Admission assessment.
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(ii)) Annual assessment updates.

(iii) Significant change in status assessments.
(iv) Quarterly review assessments.

(v) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(vi) Background (face-sheet) information, if there
is no admission assessment.

§483.20(f)(2) Transmitting data. Within 7 days
after a facility completes a resident's assessment,
a facility must be capable of transmitting to the
CMS System information for each resident
contained in the MDS in a format that conforms to
standard record layouts and data dictionaries,
and that passes standardized edits defined by
CMS and the State.

§483.20(f)(3) Transmittal requirements. Within
14 days after a facility completes a resident's
assessment, a facility must electronically transmit
encoded, accurate, and complete MDS data to
the CMS System, including the following:

(i) Admission assessment.

ii) Annual assessment.

iii) Significant change in status assessment.

iv) Significant correction of prior full assessment.
v) Significant correction of prior quarterly
assessment.

(vi) Quarterly review.

(vii) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(viii) Background (face-sheet) information, for an
initial transmission of MDS data on resident that
does not have an admission assessment.

Py

§483.20(f)(4) Data format. The facility must
transmit data in the format specified by CMS or,
for a State which has an alternate RAI approved
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by CMS, in the format specified by the State and
approved by CMS.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to complete a Minimum Data Sets (MDS)
with in 14 days of Assessment Reference Date
(ARD) and failed to transmit the MDS
electronically to the State MDS database within
14 days of completion for 7 of 7 residents
reviewed for resident assessments. (#6, #8, #13,
#25, #35, #44 and #318)

Findings:

1. On 4/17/24, a review of Resident #6's clinical
record indicated an Annual MDS with an ARD of
3/11/24 was due to be completed by 3/25/24 and
submitted to the state MDS database by 4/8/24.
As of 4/17/24 the Annual MDS had not been
completed and submitted to the state MDS
database.

2.0n 4/17/24, a review of Resident #8's clinical
record indicated a Discharge MDS with an ARD
of 3/3/24 was due to be completed by 3/17/24
and submitted to the state MDS database by
3/31/24. As of 4/17/24 the Discharge MDS had
not been completed and submitted to the state
MDS database.

3. On 4/17/24, a review of Resident #13's clinical
record indicated a Quarterly MDS completed on
3/20/24 was due to be transmitted to the state
MDS database on 4/3/24 and a Discharge MDS
with an ARD of 3/15/24 was due to completed by
3/29/24 and submitted to the state MDS database
by 4/12/24. As of 4/17/24 both Quarterly and the
Discharge MDS had not been completed and/or
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submitted to the state MDS database.

4.0n 4/17/24, a review of Resident #25's clinical
record indicated a Quarterly MDS with an ARD of
3/11/24 was due to be completed by 3/25/24 and
submitted to the state MDS database by 4/8/24.
As of 4/17/24 the Quarterly MDS had not been
completed and submitted to the state MDS
database.

5. 0On 4/17/24, a review of Resident #35's clinical
record indicated a Quarterly MDS with an ARD of
3/13/24 was due to be completed by 3/27/24 and
submitted to the state MDS database by 4/10/24.
As of 4/17/24 the Quarterly MDS had not been
completed and submitted to the state MDS
database.

6. On 4/17/24, a review of Resident #44's clinical
record indicated a Discharge MDS with an ARD
of 2/5/24 was due to be completed by 2/19/24
and submitted to the state MDS database by
3/4/124. As of 4/17/24 the Discharge MDS had not
been completed and submitted to the state MDS
database.

7.0n 4/17/24, a review of Resident #318's
clinical record indicated an Annual MDS with an
ARD of 3/4/24 was due to be completed by
3/18/24 and submitted to the state MDS database
by 4/1/24. On 4/17/24 the Annual MDS was
submitted after surveyor intervention, 16 days
late.

On 4/17/24 at 10:50 a.m., both the surveyor and
MDS coordinator reviewed the above
assessments. At this time, the MDS coordinator
confirmed the above assessments have not been
completed and/or submitted timely.
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SS=E CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(ii) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and
desired outcomes.

(B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
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plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

§483.21(b)(3) The services provided or arranged
by the facility, as outlined by the comprehensive
care plan, must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is not met as evidenced
by:

Based on record reviews, interviews, and facility
policy the facility failed to update/implement goals
and interventions in the areas of enteral feeding
(Resident #37), and mobility (Resident #41) for 2
of 14 care plans reviewed.

Findings:

Review of facility policy "Comprehensive
Person-Centered Care Planning" dated 1/19
states "The facility must develop and implement a
comprehensive person-centered care plan for
each resident, consistent with Residents Rights,
which includes measurable objectives and
timeframes to meet a residents medical nursing,
mental, and psychosocial needs..."

Review of facility policy "Vital Signs/Height And
Weight Measurements Policy" last revised 3/19
states: " Procedure:

B. Weights will be obtained weekly and
documented for the first four weeks after
admission (to obtain a baseline) and on a monthly
basis unless otherwise ordered by the resident's
physician....".

E. A weight that indicates a variance of +/-3 Ibs.
from the last obtained weight will necessitate a
re-weigh of the resident. a. The original and 2nd
weight should be obtained on the same shift and
documented.
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F. The charge nurse will be made aware of the
differences in the resident's weight.

G. The weight loss/gain will be discussed with the
Nutrition and Food Services Director for further
dietary interventions.

1. Resident #37 was admitted to facility on 3/6/23
with diagnoses to include amyotrophic lateral
sclerosis and peripheral vascular disease. A
physician order instructs nursing staff to obtain
"Weight 2 Times Weekly". The residents current
care plan, last reviewed and updated on 2/14/24,
states "Obtain and document weight as ordered
(report a loss or gain greater than 3 pounds to
provider and dietician). Adjust tube feeding order
as needed." A review of the documented weights
reveal the following weighs gains/losses +/- 3
pounds(lbs.):

On 2/12/24 weight was 159.50. On 2/16/24
weight was 147.80(11.7 Ibs. weight loss and no
re-weigh of resident). On
2/22/24 weight was 157.60(9.8 Ibs. weight gain
and no re-weigh of resident).

On 2/26/24 weight was 154.40(3.2 Ibs. weight
loss and no re-weigh of resident).

On 4/1/24 weight was 158.60.

On 4/4/24 weight was 150.70(7.9 Ibs. weight loss
and no re-weigh of resident).

On 4/8/24 weight was 157.80( 7.10 Ibs. weight
gain and no re-weigh of resident).

On 4/18/24 at 11:34 a.m., in an interview, the
Director of Nursing confirmed that the facility did
not implement Resident #37's care plan for
weights as written and that he/she was not
re-weighed as the facility policy stated.

2.0n 4/16/24 at 7:26 a.m., during an interview,
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Resident #41 stated "l don't get my walking,
nobody walks me". Surveyor asked if he/she is
walked daily, Resident #41 stated, "they say but
they don't ... | can walk by myself, but they don't
let me."

On 4/16/24 at 12:26 p.m., Resident #41 was
observed eating lunch in his/her bedroom.

On 4/17/24 at 8:16 a.m., Resident #41 was again
observed in his/her bedroom with a breakfast tray
on the table. At this time, the resident stated that
he/she always eats in his/her bedroom.

Review of Resident #41's Activities of Daily Living
(ADL) care plan initiated on 5/12/23 states,
"Restorative Nursing Program(RNP), Ambulation
Deficits: [Resident] will maintain his/her ability to
ambulate at least 160ft, two times per day" with
interventions of "RNP Walk: Use gait belt,
front-wheeled walker, verbal cues and contact
guard assist x1."

Further, review of the ADL verification worksheet
documentation for walking from 2/1/24- 4/16/24,
(79 day period), indicated on 25 days the resident
was not walked and on 39 days the resident was
only walked once a day.

On 4/17/24 at 8:22 a.m., during an interview, the
Director of Nursing (DON) stated, since COVID
they do not have RNP program and no longer
have a RNP aid but have started a walking
program, "Walk to Dining". The DON provided the
surveyor with a list of residents who participate in
the "Walk to Dining" program which included
Resident #41.

On 4/17/24 at 10:13 a.m. during an interview, the
facilities Operation Education Coordinator
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confirmed Resident #41 is not participating in the
walk to dining program and has not been walked
twice a day as per the individualized care plan.

F 679 Activities Meet Interest/Needs Each Resident F 679
SS=E CFR(s): 483.24(c)(1)

§483.24(c) Activities.

§483.24(c)(1) The facility must provide, based on
the comprehensive assessment and care plan
and the preferences of each resident, an ongoing
program to support residents in their choice of
activities, both facility-sponsored group and
individual activities and independent activities,
designed to meet the interests of and support the
physical, mental, and psychosocial well-being of
each resident, encouraging both independence
and interaction in the community.

This REQUIREMENT is not met as evidenced
by:

Based on interviews, record review and facility
policy, the facility failed to provide residents with a
continuous resident centered activities program
for 3 of 4 residents reviewed for activity
participation. (Resident's #12, #16, and #47).

Findings:

Review of facility policy "Activities" undated states
"...Activities Calendar: This is done monthly and
posted in every room and bedside and beside the
dining room door. This will include the daily and
weekend scheduled activities and the birthdays
for that month...."

Review of activity calendars for June 2023
through April 2024 (11 months), lacked evidence
that continuous resident centered activities were
held on weekends.
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Review of Resident #12, #16, and #47's
"Resident Daily Activities Log" dated March and
April 2024 lacked evidence that activities were
offered/refused on the weekend.

During an interview on 4/18/24 at 10:24 a.m.,
Resident #12 indicated they only have activities
on weekends if it's a holiday, because the activity
director has no help.

During an interview on 4/18/24 at 10:27 a.m.,
Resident #47 indicated [he/she] would like
activities on weekends it gets very boring,

During an interview on 4/18/24 at 10:29 a.m.,
Resident #16 indicated that it really bothers
[him/her] that there are no scheduled activities on
weekends.

During an interview on 4/18/24 at 10:30 a.m., the
Activity Director confirmed that there were no
continuously scheduled activities on the
weekends.

During an interview on 4/18/24 at 10:45 a.m., the
above was discussed with the Director of
Nursing.

F 689  Free of Accident Hazards/Supervision/Devices F 689
SS=E | CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
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by:

Based on observation, interviews, and a review
of Safety Data Sheets (SDS), the facility failed to
ensure that the resident's environment was free
of accident hazards relating to electric wall
heating units for 3 of 3 observations and failed to
ensure that that a chemical was properly secured
for 1 of 4 days of survey. (4/16/24)

Findings:

1. On 4/16/24 at 7:00 a.m., a surveyor observed
an electric wall heating unit in the hallway across
from Administrator office that had the metal front
cover hanging half off exposing hot, sharp metal
fins. At this time, the Administrator confirmed in
an interview that the broken and sharp electric
heater was an accident hazard. Additionally, the
Administrator confirmed that the facility had
vulnerable and independent ambulating
residents.

2.0n 4/16/24 at 7:50 a.m., a surveyor observed
the bathroom electric wall heating unit in Resident
Room 102/104 to be missing the front cover
exposing hot, sharp metal fins. On 4/16/24 at
7:55 a.m., the Administrator confirmed in an
interview that the broken and sharp electric
heater was an accident hazard.

3. On 4/16/24 at 9:10 a.m., a surveyor observed
the bathroom electric wall heating unit in Resident
Room 423 to be missing the front cover exposing
hot, sharp metal fins. On 4/16/24 at 9:15 a.m., the
Maintenance Director confirmed in an interview
that the broken and sharp electric heater was an
accident hazard.

4.0n 4/16/24 at 9:35 a.m., a surveyor observed a

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:PUWJ11 Facility ID: 2504 If continuation sheet Page 31 of 52



PRINTED: 05/03/2024
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED

205128 B. WING 04/19/2024

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
174 MAIN ST

MAPLECREST REHAB & LIVING CENTER MADISON, ME 04950

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EACH DEFICIENCY 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

DEFICIENCY)

F 689 | Continued From page 31 F 689

1 pound 14 ounce container of Sani-Cloth Bleach
Germicidal Disposable Wipes in a box on a small
table in the Embden Shower room. The door to
the shower room was open.

The Safety Data Sheet for Sani-Cloth Bleach
Germicidal Disposable Wipes notes the following:
Section 4 first aid measures: Inhalation - Call a
poison Control Center or doctor for treatment
advice. Skin contact - Wash thoroughly with soap
and water. Call the poison Control Center or
doctor for treatment advice.

Eye contact - If in eyes, hold eye open and rinse
slowly and gently with water for 15-20 minutes.
Remove contact lenses, if present, after the first 5
minutes, then continues rinsing eye. Call poison
Control Center or doctor for treatment advice.
Ingestion - If swallowed: rinse mouth. Do not
induce vomiting. Call physician or poison Control
Center immediately. Only induce vomiting at the
instruction of medical personnel. Never give
anything by mouth to an unconscious person.

On 4/16/24 at 9:38 a.m., the Director of Nursing
(DON) confirmed the bleach wipes were left in an
unsecured place and an accident hazard.
Additionally, the DON confirmed that the facility
had vulnerable and independent ambulating
residents.

F 730 Nurse Aide Peform Review-12 hr/yr In-Service F 730
SS=E | CFR(s): 483.35(d)(7)

§483.35(d)(7) Regular in-service education.

The facility must complete a performance review
of every nurse aide at least once every 12
months, and must provide regular in-service
education based on the outcome of these
reviews. In-service training must comply with the
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requirements of §483.95(qg).

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and interviews, the
facility failed to complete performance reviews at
least once every twelve months for 3 of 3
Certified Nursing Assistants selected for review
(Certified Nursing Assistant's (CNA) (CNA's #7,
#8 and #9).

Findings:

1. CNA#7 was hired on 1/7/22. Review of
CNA#T7's personnel file lacked evidence that a
performance evaluation was completed in 2023
and 2024.

2. CNA#8 was hired on 5/5/22. Review of
CNA#T7's personnel file lacked evidence that a
performance evaluation was completed in 2023
and 2024.

3. CNA#9 was hired on 7/15/19. Review of
CNA#T7's personnel file lacked evidence that a
performance evaluation was completed in 2023
and 2024.

On 4/18/24 at 9:45 a.m. during an interview, the
Director of Nursing confirmed staff have not
received their annual reviews.

F 761 Label/Store Drugs and Biologicals F 761
SS=E | CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
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instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Il of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview's, and record
review, the facility failed to reconcile the narcotic
book during shift change on 1 of 3 units (Emden
Unit).,failed to monitor and record refrigerator
temperatures containing biological's and vaccines
in medicaion room (long term care medication
room).

Findings:

1. On 4/16/24 at 6:20 a.m., During review of
long-term care controlled substance log with
Certified Nursing Assistant/Medication Technician
(CNA-M) #2 a surveyor noted the control
substance log index was missing entries for page
49, 55, 59 and 60. At this time CNA-M #2
confirmed the index was missing entries.
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Review of untitled long term care narcotic log
index on 4/17/24 revealed the following:

-Index indicated page 48 belonged to Resident
#304 for the medication lorazepam. Review of
page 48 revealed it belonged to Resident #1 for
medication Lyrica with received date 3/28/24.
-Index indicated page 49 was missing a name but
had quotations and arrows pointing down
indicating it also belonged to Resident #304 for
the medication lorazepam. Review of page 49
revealed it belonged to Resident #304 with
received date 3/28/24.

-Index indicated page 55 was blank. Review of
page 55 revealed it belonged to Resident #17 for
the medication tramadol received 4/6/24

-Index indicated page 59 was blank. Review of
page 59 revealed it belonged to Resident #1 for
the medication alprazolam with received date
4/11/24.

-Index indicated page 60 was blank. Review of
page 60 revealed it belonged to Resident #60 for
the medication lorazepam with received date
4/12/24.

On 4/17/24 at 11:43 a.m., Interview with
Licensed Practical Nurse (LPN) #1 confirmed
long-term care controlled substance log index
was not filled out correctly. LPN #1 indicated that
2 nurses are supposed to enter new medications
into the controlled substance log and should be in
the index.

On 4/17/24 at 10:49 a.m., Director of Nursing
Service (DNS) indicated that when narcotics are
delivered from pharmacy, the nurse signs them
in, takes them out of package and immediately
puts it in bound book on next blank page and
should be putting them in index. At this time a
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surveyor confirmed the above findings.

2. Review of facility provided "Maine
Immunization Program Refrigerator Temperature
logs" dated February 2024 through April 2024
revealed the following:

Review of facility policy "Policy 3.5 Biologicals

and Vaccines" dated 1/1/16 states "... Facility staff
should monitor the temperature of refrigerators
and freezers where vaccines are stored two times
a day per [Center for Disease Control] CDC
guidelines...."

On 4/17/24 at 10:37 a.m., during a medication
room observation of long term care medication
room, with LPN #1, vaccinations and biologicals
were observed in the medication refrigerator.
Review of facility refrigerator temperature logs
revealed the following:

-February 2024 temperature log lacked evidence
that temperatures were documented twice daily
on 2/18/24, 2/22/24, 2/23/24, 2/24/24, and
2/29/24. Documented once daily on 2/1/24,
2/2/24, 2/5/24, 2/6/24, 2/7/24, 2/8/24, 2/12/24,
2/13/24, 2/15/24, 2/16/24, 2/17/24, 2/19/24,
2/20/24, 2/21/24, 2/25/24, 2/26/24, 2/27/24, and
2/28/24.

-March 2024 temperature log lacked evidence
that temperatures were documented twice daily
on 3/1/24-3/22/24 (22 days), 3/24/24, 3/28/24,
and 3/29/24. Documented once daily on 3/23/24,
3/26/24, 3/27/24, and 3/30/24.

-April 2024 temperature log lacked evidence that
temperatures were documented twice daily
4/13/24. Documented once daily on 4/8/24 and
4/14/24.
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On 4/18/24 at 8:20 a.m., interview with LPN #5
revealed that he was never told to take
refrigerator temperatures and assumed this was
a night shift task.

On 4/18/24 at 8:27 a.m., interview with LPN # 2
indicated she believed that documenting
refrigerator temperature is a night shift task.

On 4/18/24 at 9:03 a.m. , interview with
Registered Nurse Manager (RN) #1 indicated
refrigerator temperatures should be checked
twice a day and is unaware who is currently
responsible for this task. At this time RN#1
confirmed above findings.

F 812  Food Procurement,Store/Prepare/Serve-Sanitary F 812
SS=E | CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.
The facility must -

§483.60(i)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents
from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
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by:

Based on observations, interviews and the
facility's current "Cleaning Dishes/Dish Machine"
policy, "Dish Machine Temperature and Sanitizer
Log Form" policy, "Food Storage" Procedure,
"Sink/Bucket Sanitizer" logs, "Daily High-emp
Ware Wash Checklist" logs and "Freezer and
Refrigerator Temperatures Form" logs", the
facility failed to ensure the kitchen was
maintained in a clean and sanitary manner for a
ceiling air handling unit, ceiling tiles, ceiling lights,
ceiling vents, and wall mounted fans. In addition,
the facility failed to ensure products in the
reach-in refrigerator and the dry storage room
(including a chest freezer) were labeled and/or
dated for 1 of 1 kitchen tours. Further, the facility
failed to ensure that the dish machine was
maintaining proper temperature ranges for proper
washing/cleaning and that the refrigerators and
freezers were monitored and temperatures
documentation consistently. This has the
potential to affect all residents.

Findings:

The facility's "Cleaning Dishes/Dish Machine"
policy noted: All flatware, serving dishes, and
cookware will be clean, rinse, and sanitized after
each use. The dish machine will be checked prior
to meals to assure proper functioning and
appropriate temperatures for cleaning and
sanitizing. Procedure: 1. Prior to use, verify
proper temperatures and machine function.
Confirm that soap and rinse dispensers are filled
and have enough cleaning product for the shift.
Note: staff should check the dish machine
gauges throughout the cycle to assure proper
temperatures for sanitation. Thermal strips may
be used as verification that the temperature is
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adequately hot, but cannot verify actual
temperatures.

The facility's "Dish Machine Temperature and
Sanitizer Log Form" noted: Policy: Dishwashing
staff will monitor and record dish machine
temperatures to assure proper sanitizing of
dishes. Procedure: 1. Staff will monitor dish
machine temperatures throughout the
dishwashing process. 2. Staff will record dish
machine temperatures for the wash and rinse
cycles after each meal. a. The director of food
and nutrition services will spot check this log to
assure temperatures are appropriate and staff is
correctly monitoring dish machine temperatures.
3. Staff will be trained to report any problem with
the dish machine to the director of food and
nutrition services as soon as they occur. 4. The
director of food and nutrition services will
promptly assess any dish machine problems and
take action immediately to assure proper
sanitation of dishes.

The facility's "Food Storage" policy noted:
Procedure: 4. Plastic containers with tight fitting
covers must be used for storing cereals, cereal
product, flour, sugar, dried vegetables, and
broken lots of bulk food. All containers must be
legible and accurately labeled and dated. 7. c.
Food should be dated as it is placed on the
shelves if required by state regulation. 14.
Refrigerated food storage: b. Thermometers
should be checked at least two times a day. F. All
foods should be covered, labeled and dated. All
foods will be checked to assure that foods
including leftovers will be consumed by their safe
use by dates, or frozen where applicable, or
discarded. 15. Frozen foods: c. All food should be
covered, labeled and dated. All foods will be
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checked to assure that foods will be consumed by
their safe use by dates or discarded.

On 4/16/24 from 6:05 a.m. to 6:30 a.m., a
surveyor conduced a tour of the kitchen in which
the following findings were observed:

1. > The ceiling air handling unit and two ceiling
tiles around that unit were moderately soiled with
dust/dirt.

> There were two ceiling lights that had
dust/debris in the lenses.

> There were two wall mounted fans, over food
preparation areas, that were dusty/dirty.

> The dish room had 4 ceiling tiles with dried food
particles and liquid residue on them. The wall
mounted fan was dusty/dirty. The ceiling vent was
dusty/dirty.

> The reach-in refrigerator had a package of
whipped topping with no thaw date.

Directions on the package stated that once
thawed, the product was good for 14 days.

> The dry storage room had 12 bags of crackers
that was unlabeled. A large bag of noodles that
was unlabeled and undated. The large chest
freezer had a package of whipped topping with no
date it was frozen. Directions on the package
stated that the product was only good for 9
months when frozen.

On 4/16/24 at 7:45 a.m., in an interview, the Food
Service Director (FSD) confirmed the findings.

2. 0n 4/16/24 from 6:05 a.m. to 6:30 a.m., during
a kitchen tour, a surveyor observed the facility
had a high temperature dish machine. The dish
machine was run 5 times in a row and could not
reach the 150 degrees Fahrenheit required during
the wash cycle. In an interview with the surveyor
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during this time, the morning dietary aide stated
she knew that the wash temperature needed to
be a least 150 degrees Fahrenheit and the rinse
temperature needed to be at least 180 degrees
Fahrenheit. She stated that the dish machine had
been acting up and not working properly. She
additionally stated that a company had been
called and they said a part was needed. She
stated the facility was still using the dish washer
even though it did not work properly and
consistently as far as wash temperatures were
concerned.

On 4/16/24 at 7:45 a.m., in an interview, the FSD
confirmed the dish washer was not washing at
the required temperature.

On 4/16/24 at 11:30 a.m., in an interview, the
surveyor reviewed the finding with the
Administrator. The facility immediately stopped
using the dish machine and started using paper
and plastic for meal service.

On 4/18/24 at 9:28 a.m., a surveyor reviewed
kitchen documentation for refrigerators and
freezers temperatures, dish washer temperatures
and sanitation bucket/sink logs revealing
monitoring and documentation was not
consistently completed for January, February,
March and April 2024.

Daily High-Temp Dish Washing Log: Missing
dates of monitoring and documenting and low
wash temperature.

January 2024: 4-supper, 5-lunch, 6-supper,
8-supper, 17-breakfast, and 25-supper.
February 2024: No documentation provided.
March 2024: 1-supper, 24-lunch and low wash
temperature, 29- low wash temperature at
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supper, 30-breakfast and 31-lunch and low wash
temperature at supper.

April 2024 3- low wash temperature for breakfast
and lunch, 5- low wash temperature for supper, 7-
low wash temperature for supper, 8- low wash
temperature for lunch and supper, 9- low wash
temperature for lunch and supper, 10- low wash
temperature for breakfast and supper, 11- low
wash temperature for breakfast/lunch and
supper, 12- low wash temperature for breakfast
and supper, 13- low wash temperature for
supper, 14- low wash temperature for breakfast
and supper, 15- low wash temperature for
breakfast and supper and 16- low wash
temperature for breakfast and supper.

Sink/Bucket Sanitizer: Missing Monitoring and
Documentation Dates

January 2024: No Documentation

February 2024: No Documentation

March 2024: No Documentation

April 2024: No Documentation from 1-14.

Freezer and Refrigerator Temperature Log:
Missing Monitoring and Documentation Dates
January 2024:

Milk Cooler: 4-evening, 6-morning and evening,
7-morning, 10-evening, 11-evening, 13-morning
and evening, 14-morning, 15-evening,
16-evening, 17-evening, 20-morning, 21-morning,
22-evening, 23-evening, 24-evening, 27-morning,
28-morning, 30-evening and 31-evening.
Vegetable Refrigerator: 4-evening, 6-morning
and evening, 7-morning, 10-evening, 11-evening,
13-morning and evening, 14-morning,
15-evening, 16-evening, 17-evening, 20-morning,
21-morning, 22-evening, 23-evening, 24-evening,
27-morning, 28-morning, 30-evening and
31-evening.
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True Unit: 4-evening, 6-evening, 7-morning,
10-evening, 11-evening, 13-morning and evening,
14-morning, 15-evening, 16-evening, 17-evening,
20-morning, 21-morning, 22-evening, 23-evening,
24-evening, 27-morning, 28-morning, 30-evening
and 31-evening.

Kitchen Refrigerator: 3-evening, 4-evening,
5-evening, 7-evening, 11-morning and evening,
13-morning, 14-morning, 19-morning and
29-evening.

Cook Refrigerator: 3-evening, 21-morning and
29-evening.

Vegetable Freezer: 4-evening, 6-morning and
evening, 7-morning, 10-evening, 11-evening,
13-morning and evening, 14-morning,
15-evening, 16-evening, 17-evening, 20-morning,
21-morning, 22-evening, 23-evening, 24-evening,
27-morning, 28-morning, 30-evening and
31-evening.

Chest Freezer: 4-evening, 6-morning and
evening, 7-morning, 10-evening, 11-evening,
13-morning and evening, 14-morning,
15-evening, 16-evening, 17-evening, 20-morning,
21-morning, 22-evening, 23-evening, 24-evening,
27-morning, 28-morning, 30-evening and
31-evening.

Ice Cream Freezer: 4-evening, 6-evening,
7-morning, 10-evening, 11-evening, 13-morning
and evening, 14-morning, 15-evening,
16-evening, 17-evening, 20-morning, 21-morning,
22-evening, 23-evening, 24-evening, 27-morning,
28-morning, 30-evening and 31-evening.

Kitchen Freezer: 2-evening, 3-evening and
29-evening.

Freezer: 1 through 31-evening, 18-morning, 19-
morning, 22 through 26-morning and 28 through
31-mrning.

February 2024:
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Milk Cooler: 1-evening, 3-morning and evening,
4- morning, 7-evening, 8-evening, 9-morning and
evening, 10-morning and evening, 11- morning,
12-evening, 13-evening, 14-evening, 15-morning
and evening, 16-morning and evening,
17-morning and evening, 18-morning,
19-evening, 20-evening, 24- morning and
evening, 25-morning, 26-evening, 27-evening,
28-evening and 29-evening.

Vegetable Refrigerator: 1-evening, 3-morning and
evening, 4- morning, 7-evening, 8-evening,
9-morning and evening, 10-morning and evening,
11- morning, 12-evening, 13-evening, 14-evening,
15-morning and evening, 16-morning and
evening, 17-morning and evening, 18-morning,
19-evening, 20-evening, 24- morning and
evening, 25-morning, 26-evening, 27-evening,
28-evening and 29-evening.

True Unit: 1-evening, 3-morning and evening,
4-morning, 5-evening, 7-evening, 8-evening,
9-morning and evening, 10-morning and evening,
11-morning, 12-evening, 13-evening, 14-evening,
15-morning and evening, 16-morning and
evening, 17-morning and evening, 18-morning,
19-evening, 20-evening, 24-morning and evening,
25-morning, 26-evening, 27-evening, 28-evening
and 29-evening.

Kitchen Refrigerator: 28-morning, 1 through 29 no
documentation for evenings

Chest Freezer: 1-evening, 3-morning and
evening, 4- morning, 7-evening, 8-evening,
9-morning and evening, 10-morning and evening,
11- morning, 12-evening, 13-evening, 14-evening,
15-morning and evening, 16-morning and
evening, 17-morning and evening, 18-morning,
19-evening, 20-evening, 24- morning and
evening, 25-morning, 26-evening, 27-evening,
28-evening and 29-evening.

Ice Cream Freezer: 1-morning and evening,
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3-morning and evening, 4- morning, 5-evening,
7-evening, 8-evening, 9-morning and evening,
10-morning and evening, 11- morning,
14-evening, 15-evening, 16-evening, 17- morning
and evening, 18-morning, 19-evening, 24-
morning and evening, 25-morning, 26-evening,
27-evening, 28-evening and 29-evening.

Kitchen Freezer: 28-morning, 1 through 29 no
documentation for evenings

Veggie Freezer: 1-evening, 3-morning and
evening, 4- morning, 5-evening, 7-evening,
8-evening, 9-morning and evening, 10-morning
and evening, 11- morning, 12-evening,
13-evening, 14-evening, 15- morning and
evening, 16- morning and evening, 17- morning
and evening, 18-morning, 20-evening,
21-evening, 24- morning and evening,
25-morning, 26-evening, 27-evening, 28-evening
and 29-evening.

March 2024:

Milk Cooler: 2-morning, 3-morning and evening,
12-morning, 17-evening, 18-evening- 19-evening
and 28-morning.

Vegetable Refrigerator: 2-morning, 3-morning
and evening, 4-morning and evening, 15-evening,
17-evening, 18-evening, 19-evening, 23-morning
and 29-morning.

True Unit: 3-morning and evening, 4-morning and
evening, 15-evening, 17-evening, 18-evening,
19-evening, 23-morning and 28-morning.

Kitchen Refrigerator: 1-morning and evening,
2-evening, 3-evening, 4-evening, 5-evening,
6-evening, 7-evening, 8-evening, 9- morning and
evening, 10-morning and evening, 11-evening,
12-evening, 13-evening, 14-evening, 15-evening,
16- morning and evening, 17- morning and
evening, 18-evening, 19-evening, 21-evening,
24-evening, 28-evening, 28-evening and
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30-morning and evening.

Chest Freezer: 2-morning, 3-morning and
evening, 9-morning and evening, 15-evening,
16-morning, 17-evening, 18-evening, 19-evening,
23-morning and 25-evening.

Ice Cream Freezer: 3-morning and evening,
4-morning and evening, 15-evening, 17-evening,
18-evening, 19-evening, 23-morning and
28-morning.

Kitchen Freezer: 1-morning and evening,
2-evening, 3-evening, 4-evening, 5-evening,
6-evening, 7-evening, 8-evening, 9-morning and
evening, 10-morning and evening, 11-evening,
12-evening, 13-evening, 14-evening, 15-evening,
16-morning and evening, 17- morning and
evening, 18-evening, 19-evening, 21-evening,
24-evening, 28-evening, 28-evening and
30-morning and evening.

Freezer: 2-morning, 3-morning and evening,
4-evening, 7-evening, 15-evening, 16-morning,
17-evening, 18-evening, 19-evening, 23-morning
and 28-morning and evening.

April 2024

Milk Cooler: 1-evening, 3-morning and evening,
4-morning, 5-evening, 7-evening, 8-evening,
9-morning and evening, 10-morning and evening,
11-morning, 12-evening, 13-evening, 14-evening,
15-morning and evening, 16-morning and
evening, 17-morning and evening, 18-morning,
19-evening, 20-evening, 24-morning and evening,
25-morning, 26-evening, 27-evening, 28-evening
and 29-evening.

Vegetable Refrigerator: 1-evening, 3-morning and
evening, 4-morning, 5-evening, 7-evening,
8-evening, 9-morning and evening, 10-morning
and evening, 11-morning, 12-evening,
13-evening, 14-evening, 15-morning and evening,
16-morning and evening, 17-morning and
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evening, 18-morning, 19-evening, 20-evening,
24-morning and evening, 25-morning,
26-evening, 27-evening, 28-evening and
29-evening.

True Unit: 1-evening, 3-morning and evening,
4-morning, 5-evening, 7-evening, 8-evening,
9-morning and evening, 10-morning and evening,
11-morning, 12-evening, 13-evening, 14-evening,
15-morning and evening, 16-morning and
evening, 17-morning and evening, 18-morning,
19-morning and evening, 21-morning and
evening, 24-morning and evening, 25-morning,
26-evening, 27-evening, 28-evening and
29-evening.

Kitchen Refrigerator: 1 through 4-evening,
9-morning, 11- evening, 12-evening, 13- morning
and evening.

Chest Freezer: no documentation provided

Ice Cream Freezer: no documentation provided
Kitchen Freezer: 1 through 4-evening, 11-
evening, 12-evening, 13- morning and evening.
Freezer: no documentation provided

On 4/18/24 at 9:33 a.m. in an interview, the FSD
and the Nutritional Services Coordinator
confirmed the finding.

F 880 | Infection Prevention & Control F 880
SS=D  CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
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program.
The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
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contact will transmit the disease; and
(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on record review, observations and
interviews the facility failed to maintain an
Infection Control Program designed to help
prevent cross contamination and/or development
of infection by maintaining a safe and sanitary
environment related linen handling, urinary
collection devices for 3 of 3 days of survey on 2
of 3 units (Clearwater and Lakewood).

Findings:

1. The facility's "Linen Handling Policy" notes
under handling laundry:

Soiled linen is considered to be potentially
contaminated and standard precautions will be
used when being handled.

" Gloves will be worn when handling soiled linens.
" Linens will be bagged (a pillowcase may be
used) at the point of collection (resident room)
and then soared linens are transported to laundry
bins.
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On 4/16/24 at 7:23 a.m., a surveyor observed
Certified Nursing Assist (CNA) #4 carrying soiled
linen on the Clearwater unit from resident Room
425 to the soiled utility room. CNA #4 was not
wearing gloves and the linen was not bagged as
per the facility's Linen Handling Policy. At this
time, CNA #4 confirmed that she had transported
the linen to the soiled linen room unbagged and
that she was not wearing gloves.

On 4/16/24 at 9:20 a.m., the surveyor discussed
the finding with the Director of Nursing (DON).

2.0n 4/17/24 at 8:11 a.m., and on 4/18/24 at
8:27 a.m., observation of Lakewood Unit, Room
106/108 shared bathroom had a urinal hanging
on the side of the trash can next to the toilet. This
was discussed with the Administer on 4/18/24 at
10:34 a.m.

3. 0n 4/16/24, 4/17/24, and 4/18/24., observation
of Clearwater Unit, Room 423/425 shared
bathroom had an unlabeled bed pan and an
unlabeled urinal stored on the floor beside the
toilet.

On 4/18/24 at approximately 9:30 a.m., in an
interview with a surveyor, the Director of Nurses
confirmed the above observations did not support
good infection control practice.

F 947 Required In-Service Training for Nurse Aides F 947
SS=E CFR(s): 483.95(g)(1)-(4)

§483.95(g) Required in-service training for nurse
aides.
In-service training must-
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§483.95(g)(1) Be sufficient to ensure the
continuing competence of nurse aides, but must
be no less than 12 hours per year.

§483.95(g)(2) Include dementia management
training and resident abuse prevention training.

§483.95(g)(3) Address areas of weakness as
determined in nurse aides' performance reviews
and facility assessment at § 483.70(e) and may
address the special needs of residents as
determined by the facility staff.

§483.95(g)(4) For nurse aides providing services
to individuals with cognitive impairments, also
address the care of the cognitively impaired.

This REQUIREMENT is not met as evidenced
by:

Based on Certified Nurse's Aide (CNA) employee
education record reviews and interview, the
facility failed to monitor and ensure that a CNA
attended the required 12 hours of annual
in-service education, for 3 of 3 randomly selected
CNA's employed greater than 1 year. (#7, #8, and
#9).

Findings:

1.CNA #7 was hired on 1/7/22. Review of CNA
#7's Employee In-service/attendance records
revealed CNA#7 has only 3.5 documented
in-service hours from 1/7/22 through 14/18/24.

2. CNA #8 was hired on 5/5/22. Review of CNA
#8's "Employee In-service/attendance records
revealed CNA #8 has only 4 documented
in-service hours between 5/22/22 through
4/18/24.
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3. CNA#9 was hired on 7/15/19. Review of CNA
#9's "Employee In-service/attendance records
revealed CNA #9 has only 3.5 documented
in-service hours from 7/15/19 through 4/18/24.

During an interview on 4/18/24 at 9:45 a.m.,
Director of Nursing confirmed the above CNA
staff have not completed 12 hours of yearly
in-service hours.
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