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On 4/9/24, an unannounced visit was conducted
at Eastside Center for Health and Rehabilitation
for the purpose of completing an investigation for
complaint #ME00047012. It was determined that
Eastside Center for Health and Rehabilitation was
not in substantial compliance with 42 CFR Part
483, Subpart B, Requirements for Long Term
Care Facilities.
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§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to follow a Physician Assistant order for 1 of
1 sampled resident (Resident #1 [R1]).

Finding:

On 4/9/24, R1's clinical record was reviewed. In
the Provider order section, R1 had an order dated
3/14/24 for a neurological follow-up, post COVID
Syndrome/neuropathy lower extremities
autonomic dysfunction. There was no evidence
in the clinical record that an appointment with
neurology had been made.

On 4/9/24 at 1:10 p.m., in an interview with the
surveyor, the Administrator confirmed he was
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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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unable to find evidence that this order was
followed.
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