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F 000 INITIAL COMMENTS F 000

 On 4/22/24, an unannounced visit was 
conducted at Eastside Center for Health and 
Rehabilitation for the purpose of completing an 
investigation for complaint #ME00047092.  It was 
determined that Eastside Center for Health and 
Rehabilitation is not in substantial compliance 
with 42 CFR Part 483, Subpart B, Requirements 
for Long Term Care Facilities.

 

F 684 Quality of Care
CFR(s): 483.25

§ 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:

F 684
SS=E

 Based on record review and interviews, the 
facility failed to follow Physician orders to provide 
a low sodium diet and assist a resident out of bed 
to a chair for meals for 1 of 1 sampled resident 
(Resident#1[R1]).

Findings:

1.  On 4/22/24, R1's clinical record was reviewed 
and in the physician order section, on 4/8/24, 
R1's Cardiologist wrote an order for the resident 
to receive a low sodium diet. A review of R1's 
current dietary slip indicated the resident receives 
a House (general) regular diet.
On 4/22/24 at 11:00 a.m., in an interview with R1, 
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F 684 Continued From page 1 F 684
he/she stated that salt packets have been on their 
meal trays.
On 4/22/24 at 2:00 p.m., a Food Service 
Supervisor stated that she discovered on 4/15/24, 
R1 had gone to the hospital.  Since then, R1 has 
not received a low sodium diet from 4/15/24 
through to 4/22/24.

2.  On 4/8/24, R1's Cardiologist also wrote an 
order for the resident to get out of bed and into a 
chair for all meals. 
On 4/22/24 at 11:00 a.m., the resident stated 
he/she has not been getting out of bed for meals 
until recently.
Documentation on R1's April Treatment 
Administration Record (TAR) was reviewed. The 
documentation indicated a new entry started on 
4/19/24 indicated the resident is to get out of bed 
in a chair for meals.
On 4/22/24 at 2:15 p.m., the surveyor discussed 
this order with the Director of Nursing, and that 
the order was not followed from 4/8/24 through to 
4/19/24.

F 689 Free of Accident Hazards/Supervision/Devices
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 
by:

F 689
SS=E

 Based on observations and interview, the facility 
failed to ensure that the resident's environment 
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F 689 Continued From page 2 F 689
was free from accident hazards related to 
baseboard heaters in disrepair with heating 
elements exposed for 5 of 16 room observations.

Findings:

On 4/22/24 between 11:30 a.m. and 11:50 a.m., 
the following accident hazards were observed:
Room 101-baseboard heater end cap off.
Room 103-baseboard connector missing 
exposing heating elements.
Room 111-baseboard connector missing 
exposing heating elements.
Room 116- baseboard connector missing 
exposing heating elements.
Room 120- baseboard connector missing 
exposing heating elements, and mattress bumper 
torn creating an uncleanable surface.
B-Unit dining room-baseboard connectors 
missing exposing heating elements.

On 4/22/24 at 12:45 p.m., the above findings 
were discussed with the Director of Nursing and 
maintenance corrected findings promptly.
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