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F 000 INITIAL COMMENTS F 000

 From 12/16/24 through 12/19/24, unannounced 
on-site visits were conducted at Bangor Nursing 
& Rehabilitation Center for the purpose of 
completing the annual Long Term Care Survey 
Process for Federal Recertification and to 
investigate complaints #ME00049931, 
#ME00049878 and #ME00049946.  It is 
determined that Bangor Nursing & Rehabilitation 
Center was not in substantial compliance with 42 
CFR Part 483, Subpart B, Requirements for Long 
Term Care Facilities.

 

F 578 Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir
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 I (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. 
(ii) 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 

F 578
SS=E

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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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I. On 12/17/24 & 12/18/24  resident               1/30/25
representatives were notified of their right
to formulate Advanced Directives. New 
document was added to admission packet
at that time.
 
II. All residents and representatives without
an Adv. Directive were notified by staff
during survey of the right to Formulate
Adv. Directives. 

III. Staff will be educated on F 578 and
resident right to request and formulate
an Adv Directive. 

IV.Social Worker will audit admission
packets and follow through on requests 
made by resident and/or representative. 
Audits will be brought to QAPI. 
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F 578 Continued From page 1 F 578
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 
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 record reviews, and interviews, the 
facility failed to provide evidence to show 
Advance Directives were  offered or reviewed 
with the resident and/or resident representatives 
or that the resident and/or resident 
representatives were provided with written 
information concerning the right to formulate an 
Advance Directive, for 7 of 14 residents reviewed 
for Advance Directive. (Resident #19 [R19], R16, 
R17, R11, R18, R37 and R102)

Findings:

1.  R19 was admitted to the facility on 7/1/22.  A 
review of R19's clinical record lacked evidence 
that the facility offered or reviewed with the 
resident and/or resident representatives or that 
the resident and/or resident representatives were 
provided with written information concerning the 
right to formulate an advanced directive.
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F 578 Continued From page 2 F 578
2.  R16 was admitted to the facility on 6/2/23. A 
review of R16's clinical record lacked evidence 
that the facility offered or reviewed with the 
resident and/or resident representatives or that 
the resident and/or resident representatives were 
provided with written information concerning the 
right to formulate an advanced directive.

3.  R17 was admitted on to the facility on 3/17/23. 
A review of R17's clinical record lacked evidence 
that the facility offered or reviewed with the 
resident and/or resident representatives or that 
the resident and/or resident representatives were 
provided with written information concerning the 
right to formulate an advanced directive.

4.  R11 was admitted on to the facility on 7/5/24. 
A review of R11's clinical record lacked evidence 
that the facility offered or reviewed with the 
resident and/or resident representatives or that 
the resident and/or resident representatives were 
provided with written information concerning the 
right to formulate an advanced directive. R11's 
Admission packet did not have the section 
addressing Advance Directives completed. 

On 12/17/24 at 2:00 p.m. during an interview with 
the Administrator, she stated they looked in the 
Social Service office and found 2 folders one for 
POLST and one that had the State of Maine 
health care Advanced Directives form labeled 
"your right to choose".  Per the Administrator 
there is no evidence in that office or in the 
resident records to show Advanced directives 
were offered or reviewed with the resident or the 
representatives. 

The above findings were confirmed by the 
surveyor at the time of this interview. 
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F 578 Continued From page 3 F 578

5. On 12/17/24, R18's clinical record was 
reviewed and indicated that R18 was admitted on 
9/12/24.  The clinical record lacked evidence of 
the Advance Directive being offered or reviewed 
as the Admission Face Sheet, signed by R18 on 
9/16/24 for the question:  "have advance 
directives been discussed with responsible party" 
was not answered and there was not a Medical 
Power of Attorney document on file.  On 12/17/24 
at 3:06 p.m., an email was sent to the 
Administrator requesting Advance Directive 
information for residents that included R18.

On 12/18/24 at 7:25 a.m., during an interview with 
a surveyor, Social Services Interim stated she 
started in mid-November and during the 
admission process, she does not provide an 
Advance Directive packet to the responsible party 
and only reviewed the "code status" with the 
resident/family.  On 12/18/24 at 10:15 a.m., 
documents were provided by the facility regarding 
what they could find for Advance Directive 
information in the clinical records.  At 10:37 am., 
during an interview with a surveyor, the 
Admissions Coordinator stated she was unable to 
find any additional information in R18's clinical 
record as of this time but the Business Office 
Manager stated R18's family was called and 
would bring in paperwork today. 
 

6.  R37 was admitted to the facility on 6/15/24.  A 
review of R37's clinical record lacked evidence 
that the facility offered or reviewed with the 
resident and/or resident representatives or that 
the resident and/or resident representatives were 
provided with written information concerning the 
right to formulate an advanced directive.
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F 578 Continued From page 4 F 578

7. R102 was admitted to the facility on 3/22/23.  A 
review of R37's clinical record lacked evidence 
that the facility offered or reviewed with the 
resident and/or resident representatives or that 
the resident and/or resident representatives were 
provided with written information concerning the 
right to formulate an advanced directive.

On 12/17/24 at 7:48 a.m., during an interview with 
Registered Nurse #1 (RN1), R102's advanced 
directive regarding code status (cardiopulmonary 
resuscitation [CPR]) was reviewed.  R102's 
electronic medical record indicated a code status 
of "DO NOT RESUSCITATE" (Do not provide 
CPR).  RN1 stated demographics are printed for 
reference in case of power and / or internet 
failure.  R102's printed demographic, located at 
the nurse's station indicated a codes status of 
"FULL CODE" (provide CPR).  At this time the 
surveyor confirmed the facility had conflicting 
choices for code status for R102.

On 12/17/24 at 2:00 p.m., during an interview with 
3 surveyors, the Administrator stated there is no 
evidence in the Social Services office or in the 
resident's records to show Advanced directives 
were offered and/or reviewed with the resident 
and/or their representative.  At this time a 
surveyor confirmed the above findings.

F 580 Notify of Changes (Injury/Decline/Room, etc.)
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-

F 580
SS=D
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F 580 Continued From page 5 F 580
(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 
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). 
(ii) 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 
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I. Resident #11 was seen by provider three    1/30/25
 days after 10/11/24. Care plan and orders 
have been reviewed.

II. All residents have the potential to 
be impacted by this practice.

III. Facility will notify provider of changes in
condition and document notification. Staff 
will be educated on notifying physician and
required documentation.

IV. DON or designee will audit compliance
with provider notification of provider. Audits 
will be brought to QAPI. 
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F 580 Continued From page 6 F 580
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 record reviews and interview, the 
facility failed to notify the Provider of a change in 
status for 1 of 1 sampled resident (Resident 
#11[R11]).

Finding: 

On 12/16/24 at 3:01 PM during a clinical record 
review for R11, a nursing note dated 10/11/24 
labeled Health Status note documents that R11 
vomited once, a large amount (copious) of dark 
brown/black liquid with undigested food and 
medication. Bowel sounds were noted to be less 
active than normal (hypoactive) but active 
(positive) in all four sections (quadrants). Low 
pitched (Course crackles) were heard 
(auscultated) throughout all lung lobes. Afebrile at 
98.0. pulse 87, BP 97/66 though patient 
frequently is hypotensive. O2 95% on RA, 
respirations 20. Resident does present with 
cough, although this is not a new finding. 
Resident states he/she feels better since 
vomiting. He/She denies any further nausea. Will 
continue to observe.

Upon Further review of his/her clinical record R11 
has a Physicians order dated 8/10/24 to notify 
provider if recurrence in condition (vomiting) 
occurs.

There is no evidence in the clinical record that the 
provider was made aware of the occurrence on 
10/11/24. 
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F 580 Continued From page 7 F 580

On 12/18/24 at 3:45 PM, during an interview with 
the Director of Nurses the surveyor confirmed 
that there is no documentation or evidence to 
support that R11's Provider was made aware of 
the above incident.

F 584 Safe/Clean/Comfortable/Homelike Environment
CFR(s): 483.10(i)(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.
(ii) 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);

F 584
SS=E
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I. Windows were cleaned. Assist rails,           1/30/25
cracked chairs and wheelchair armrests 
were replaced immediately. Maintenance 
will complete painting and patching, 
furniture will be replaced or repaired, and
ceiling stain fixed. 

II. Maintenance will round in resident 
rooms for any additional needed repairs.

III. Staff will be educated on maintaining 
a Safe/Clean/Comfortable/Homelike 
Environment and utilization of 
Maintenance requests.

IV. Maintenance Manager or designee 
will audit rooms. Audits will be brought to 
QAPI.
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F 584 Continued From page 8 F 584
§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, 
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 maintain maintenance and 
housekeeping services necessary to maintain the 
facility in good repair and sanitary conditions for 1 
of 1 environmental tour (12/18/24).

Findings:

On 12/18/24, between 10:47 a.m. through 11:13 
a.m., an environmental tour was completed with 
the Director Plant Operations, Healthcare 
Services Group District Manager, and three 
surveyors,  the following findings were confirmed 
at the time of observations:

1. - In Room 2, there was paint chipped near both 
televisions and by the headboard for Bed 2.  The 
metal bed enabler on Bed 1 had chipped paint. 

- In Room 30, both nightstand coverings were 
damaged, the wall above the sink was damaged, 
there was a water-stained ceiling tile, there were 
handles missing on the dresser drawers, the trim 
on the headboard and footboard for Bed 1 were 
broken, the metal bed enablers for Bed 1 had 
chipped paint and the bedside table edges were 
damaged. 
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F 584 Continued From page 9 F 584

- In Room 31, there were 2 wooden chairs with 
yellow vinyl seats that were torn/cracked, creating 
an uncleanable surface. The outside of the 
windows had visible dust and dirt on the windows.  
The window was dirty inside and out. 

- Resident # (R) 13's wheelchair back was 
cracked, creating an uncleanable surface. 

- In Room 18, on the wall to the left of the sink 
there was missing/gouged area under a plastic 
shelf. 
2. -In room 15, the walkers stored behind the 
door were heavily soiled with crusted debris.

-The left arms rest on Resident #17's wheel chair 
was ripped, creating an uncleanable surface.
3. - In Room 28, Bed 1, there was chipped paint 
on the trapeze (a metal triangular mobility 
appliance). 

- In Room 29, the outside of the windows had 
visible dust and dirt on the windows.

- In the horseshoe shaped hallway there were 
multiple areas on the walls that were patched but 
not painted.

F 644 Coordination of PASARR and Assessments
CFR(s): 483.20(e)(1)(2)

§483.20(e) Coordination.
A facility must coordinate assessments with the 
pre-admission screening and resident review 
(PASARR) program under Medicaid in subpart C 
of this part to the maximum extent practicable to 
avoid duplicative testing and effort. Coordination 
includes:

F 644
SS=E
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§483.20(e)(1)Incorporating the recommendations 
from the PASARR level II determination and the 
PASARR evaluation report into a resident's 
assessment, care planning, and transitions of 
care.

§483.20(e)(2) Referring all level II residents and 
all residents with newly evident or possible 
serious mental disorder, intellectual disability, or a 
related condition for level II resident review upon 
a significant change in status assessment.
This REQUIREMENT  is not met as evidenced 
by:
 Based on record reviews and interviews, the 
facility failed to incorporate recommendations 
from the Preadmission Screening Resident 
Review (PASARR) level II determination and the 
PASARR evaluation report into a resident's 
assessment, care planning, and transitions of 
care for 3 of 4 sampled resident (Resident #19 
[R19, R16, and R37]).  

Findings:

1.  On 12/17/24 at 9:58 a.m., during a record 
review of R16's clinical record, the PASARR II 
dated 10/7/24 has the PASRR determination 
explanation that R16 met the State of Maine's 
definition for serious mental illness due to a 
diagnosis of depression over the past three to six 
months, your diagnosis has led to intermittent 
functional limitations in interpersonal functioning, 
concentration or adaptation to change. Onset of 
symptoms and persistence causes significant 
distress and impairment in your ability to function 
independently. 

R16's PASRR Level II required: Ongoing 
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I. Residents were assessed, care plans           1/30/25
were reviewed and updated. Follow up was
 completed on referrals for treatment.

II.  Residents with PASARR II have the 
potential to be impacted by this practice.

III. Social worker will care plan specialized 
services and will manage the follow through
with specialized services and level II 
recommendations. Education will be 
provided to staff for F 644 Coordination of 
PASARR & Assessments.
 
IV. Social worker will audit residents with a 
Level II assessments for compliance with 
specialized services and recommendations.
 Audits will be brought to QAPI.
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F 644 Continued From page 11 F 644
psychiatric services by a psychiatrist to evaluate 
response and effectiveness of psychotropic 
medications on target symptoms, modify 
medication orders, and to evaluate ongoing need 
for additional behavioral health services. Peer 
Support Services, delivered by a Certified Mental 
Health Peer Support Specialist Ongoing 
psychiatric service by a psychiatrist to evaluate 
response and effectiveness of psychotropic 
medications on target symptoms, modify 
medication orders, and to evaluate ongoing need 
for additional behavioral health services: you may 
benefit from ongoing medication management to 
be sure your mental health medications continue 
to work for you.

Rehabilitative services: You will need to be 
provided the following services and/or supports: 
Service or Support for 
socialization/leisure/recreation activities, 
Supportive Counseling from NF Staff. The reason 
for these supports is below. 
Socialization/Leisure/Recreation Activities: Being 
around others is important to reduce loneliness 
and isolation and provide support.

Supportive Counseling from NF staff: Support 
and validation from caregivers is important for 
emotional wellbeing and could assist with 
symptoms as they occur. 

On 12/18/24 11:07 a.m, during an interview and 
review of R16's care plan with the Director of 
Nurses (DON) and a 2nd surveyor there is no 
evidence that the Level II services were included 
in care plans or provided to R16.  The DON 
stated she just got off the phone (12/18/24) with 
Acadia and they are looking at a 15 month wait 
list for Psychiatric services.  The DON was 
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F 644 Continued From page 12 F 644
observed entering an intervention for continued 
mental health care, the surveyor asked if she 
knew what services R16 qualified for and the 
DON stated she was not aware and has not read 
the Level II.  

2.  12/17/24 07:52 a.m., during a record review of 
R19's clinical record, the PASARR II dated 
11/7/24 has the PASRR determination 
explanation that R19 met the State of Maine's 
definition for serious mental illness due to a 
diagnosis of bipolar disorder and anxiety. Over 
the past three to six months, your diagnoses have 
led to intermittent functional limitations in 
interpersonal functioning, concentration or 
adaptation to change. Onset of symptoms and 
persistence causes significant distress and 
impairment in your ability to function 
independently.

R19's PASRR Level II required: Ongoing 
psychiatric services by a psychiatrist to evaluate 
response and effectiveness of psychotropic 
medications on target symptoms, modify 
medication orders, and to evaluate ongoing need 
for additional behavioral health services. You may 
benefit from ongoing medication management to 
be sure your mental health medications continue 
to work for you. 

Rehabilitative services: You will need to be 
provided the following services and/or supports: 
Service or Support for 
socialization/leisure/recreation activities, Family 
involvement in the individual's care Supportive 
Counseling from NF Staff. The reason for these 
supports is below.

Socialization/Leisure/Recreation Activities: Being 
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F 644 Continued From page 13 F 644
around others is important to reduce loneliness 
and isolation and provide support. You also enjoy 
bingo, coloring and music.

Supportive Counseling from NF staff: Support 
and validation from caregivers is important for 
emotional wellbeing and could assist with 
symptoms as they occur.

Family involvement in the individual's care: your 
family is very important to you. Your caregivers 
should promote a continued connection with your 
nephew. 

On 12/18/24 11:07 a.m, during an interview and 
review of R19's care plan with the Director of 
Nurses (DON) and a 2nd surveyor there is no 
evidence that the Level II services were included 
in care plans or provided to R19.  The DON 
stated she just got off the phone (12/18/24) with 
Acadia and they are looking at a 15 month wait 
list for Psychiatric services. 

3. On 12/17/24, during a record review of R37's 
clinical record, the PASARR II dated 10/2/24 has 
the PASRR determination explanation that R37 
met the State of Maine's definition for serious 
mental illness due to a diagnosis of depression 
and anxiety. Over the past three to six months, 
your diagnoses have led to intermittent functional 
limitations in interpersonal functioning, 
concentration or adaptation to change. Onset of 
symptoms and persistence causes significant 
distress and impairment in your ability to function 

FORM CMS-2567(02-99) Previous Versions Obsolete T9CU11Event ID: Facility ID: 1901 If continuation sheet Page  14 of 48



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  01/03/2025
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

205020 12/19/2024
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

103 TEXAS AVE
BANGOR NURSING & REHABILITATION CENTER

BANGOR, ME  04401

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 644 Continued From page 14 F 644
independently.

R37's PASRR Level II requires: "Ongoing 
psychiatric services by a psychiatrist to evaluate 
response and effectiveness of psychotropic 
medications on target symptoms, modify 
medication orders, and to evaluate ongoing need 
for additional behavioral health services. You may 
benefit from ongoing medication management to 
be sure your mental health medications continue 
to work for you.
Individual Therapy by a licensed behavioral health 
professional (may include mobile therapy):  You 
may benefit from individual counseling which 
could help you learn coping skills and provide a 
consistent person to talk with.  This additional 
emotional support and social interaction may be 
beneficial to you.
Rehabilitative services: You will need to be 
provided the following services and/or supports: 
Education regarding medication compliance and/ 
or side effects, Socialization/Leisure/Recreation 
Activities, Family Involvement in the Individual's 
Care, Supportive Counseling from NF Staff, [and] 
A Behaviorally-Based Treatment Plan."

On 12/18/24 11:07 a.m., during an interview with 
the Director of Nurses (DON) and a 2nd surveyor, 
R37's care plan was reviewed.  The DON stated 
she just got off the phone (12/18/24) with Acadia, 
who had offered  R37 a telehealth option.  The 
DON felt R37 would not be a good candidate for 
the telehealth option, so R37 was placed on an in 
person wait list with an estimated 15 month wait 
for Psychiatric services.  At this time 2 surveyors 
confirmed there is no evidence that the Level II 
services were provided to R37 or included in the 
care plan.
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F 655 Continued From page 15 F 655
F 655 Baseline Care Plan

CFR(s): 483.21(a)(1)-(3)

§483.21 Comprehensive Person-Centered Care 
Planning
§483.21(a) Baseline Care Plans 
§483.21(a)(1) The facility must develop and 
implement a baseline care plan for each resident 
that includes the instructions needed to provide 
effective and person-centered care of the resident 
that meet professional standards of quality care. 
The baseline care plan must-
(i) Be developed within 48 hours of a resident's 
admission.
(ii) Include the minimum healthcare information 
necessary to properly care for a resident 
including, but not limited to-
(A) Initial goals based on admission orders.
(B) Physician orders.
(C) Dietary orders.
(D) Therapy services.
(E) Social services.
(F) PASARR recommendation, if applicable.

§483.21(a)(2) The facility may develop a 
comprehensive care plan in place of the baseline 
care plan if the comprehensive care plan-
(i)  Is developed within 48 hours of the resident's 
admission.
(ii) Meets the requirements set forth in paragraph 
(b) of this section (excepting paragraph (b)(2)(i) of 
this section).

§483.21(a)(3)  The facility must provide the 
resident and their representative with a summary 
of the baseline care plan that includes but is not 
limited to:
(i)  The initial goals of the resident. 

F 655
SS=D
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I. Resident care plan was reviewed for        1/30/25
accuracy.

II. All new admissions have the potential to
be impacted by this practice.

III. Staff will be educated regarding 
required items in Baseline care plan 
requirements F 655.

IV. Admission baseline care plans will be 
audited to ensure complete. Audits will be
brought to QAPI.
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F 655 Continued From page 16 F 655
(ii)  A summary of the resident's medications and 
dietary instructions.
(iii)  Any services and treatments to be 
administered by the facility and personnel acting 
on behalf of the facility.
(iv) Any updated information based on the details 
of the comprehensive care plan, as necessary.
This REQUIREMENT  is not met as evidenced 
by:
 Based on record reviews and interview, the 
facility failed to ensure a baseline care plan was 
developed and implemented within 48 hours that 
included the instructions needed to provide 
minimum healthcare information necessary to 
properly care for 1 of 2 residents reviewed that 
were admitted in the last 30 days (Resident #54 
[R54]),  

Finding:

On 12/16/24, R54's clinical record was reviewed 
which indicated  that R54 was admitted to the 
facility on 12/4/24 after R54 had a fall which 
resulted in fractures prior to admission, requiring 
therapy and pain monitoring with diagnoses that 
included diabetes, use of an anti-coagulant, and a 
pressure ulcer to sacrum.  These care areas 
were not added to the baseline care plan until 
after 48 hours of admission.   

On 12/18/24 at 9:47 a.m., during an interview with 
a surveyor, the Director of nursing stated that the 
nurses are responsible for the baseline care plan.  
R54's baseline care plan was reviewed and the 
surveyor confirmed that fall with fractures,  pain, 
diabetes, anti-coagulant use, and pressure ulcer 
were not added until between 12/8/24 - 12/13/24, 
greater than 48 hours.
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F 684 Continued From page 17 F 684
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 reviews and interviews, the 
facility failed to ensure that physician orders for 
treatments were followed for 2 of 20 sampled 
residents.  (Resident #11 [R11]), R19). The facility 
failed to monitor a residents treatment until 4 
days after treatment was administered for 1 of 1 
sampled resident (12/13/24 to 12/16/24).

Findings: 

1.  On 12/17/24 at 11:03 a.m,, during a clinical 
record review a diet order dated 11/16/24 
instructs that R11 needs constant supervision 
with meals. 

On 12/18/24 at 8:35 a.m., an observation was 
made that R11 was in his/her room and in bed. 
The privacy curtain was pulled halfway causing 
R11's upper body to not be visible. At this time 
CNA #2 was coming out of his/her room with the 
breakfast tray.  A surveyor asked if she had 
assisted R11 with his/her meal and she stated 
that he/she eats by himself/herself after they set 
him/her up. She then stated that she had just 
come to pick up the tray because they were done 
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I. All three residents were assessed and        1/30/25 
there are no adverse outcomes. 

II. BNRC assessed residents who had 
potential to be impacted with supervision 
during meals, residents with insulin 
parameters and random/unique conditions. 

III. Staff will be educated on follow through 
with provider orders/treatments and F 684 
Quality of Care.

IV.DON or designee will audit insulin 
administration, meal supervision and random 
unique conditions. Audits will be brought to
QAPI.
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F 684 Continued From page 18 F 684
eating. The surveyor confirmed, at this time that 
R11 was not in constant supervision during their 
breakfast meal.  

On 12/18/24 at 8:38 a.m. during an interview with 
RN#3 stated this was her first shift at this facility 
and she was not aware that R11 needed constant 
supervision for meals. At this time the surveyor 
confirmed R11 was not in constant supervision 
with his/her breakfast meal. 

2.  On 12/18/24 during a clinical record review for 
R19, the surveyor noted that on his/her Treatment 
Administration Record (TAR) for December 2024 
it is documented that on the morning of 12/10/24 
R19 had a blood sugar level of 86. He/she has a 
Physician order to receive 44 units of Lantus for 
Diabetes Mellitus and to hold for blood sugar less 
than 100.  Documentation on the TAR indicates 
that on 12/10/24 R19 received 44 units of Lantus 
with a blood sugar of 86 when it should have 
been held. 

On 12/18/24 at 9:58 a.m. during an interview with 
the Director of Nursing the surveyor confirmed 
that the facility failed to hold the insulin for R19 on 
the morning of 12/10/24.

3.  On 12/16/24 during a clinical record review for 
R28, the surveyor noted that on 12/12/24 R28 
was treated with a prescribed medicated 
shampoo for  the treatment of lice. The directions 
were to monitor effectiveness of treatment by 
checking for lice post treatment. There was no 
evidence in the clinical record that R28 was 
monitored after treatment. 

On 12/17/24 at 11:07 a.m. in an interview with the 
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Infection Preventionist, a surveyor confirmed that 
no one was monitoring the effectiveness of the 
treatment of lice from 12/12/ 24 until 12/16/24, 4 
days after treatment.

F 686 Treatment/Svcs to Prevent/Heal Pressure Ulcer
CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity
§483.25(b)(1) Pressure ulcers.  
Based on the comprehensive assessment of a 
resident, the facility must ensure that-
(i) A resident receives care, consistent with 
professional standards of practice, to prevent 
pressure ulcers and does not develop pressure 
ulcers unless the individual's clinical condition 
demonstrates that they were unavoidable; and
(ii) A resident with pressure ulcers receives 
necessary treatment and services, consistent  
with professional standards of practice, to 
promote healing, prevent infection and prevent 
new ulcers from developing.
This REQUIREMENT  is not met as evidenced 
by:

F 686
SS=G

 Based on record reviews and interviews, the 
facility failed to ensure that a resident received 
monitoring and wound care for 1 of 3 residents 
reviewed with a pressure ulcer wound (Resident 
#42 [R42]).  This lack of monitoring and wound 
care resulted in the pressure wound deteriorating 
and requiring a transfer and admission to the 
hospital for further treatment. 

Finding:

On 12/6/24, the facility sent a reportable incident 
form to the State Agency alleging that Licensed 
Practical Nurse #1 (LPN1) documented that she 
had changed R42's pressure wound dressing on 
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I. Resident was sent to the hospital for         1/30/25
 treatment.  

II. On 12/6/24 Nurses #1 & #2 looked at all 
residents with dressings to validate they 
had been changed as ordered. On 12/9/24
 DON & Nurse Educator assessed skin on
 all residents that had the potential to be 
impacted.

III. BNRC will initiate antibiotic assessment for 
wounds treated with antibiotics. Weekly
wounds assessment will be completed 
and documented. Nursing will be educated 
on F686 wound monitoring and wound 
care.

IV. DON or designee will audit UDA(user
 defined assessment) for completed wound 
assessments and wounds treated with
 antibiotics. Audit results will be brought
 to QAPI.



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  01/03/2025
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

205020 12/19/2024
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

103 TEXAS AVE
BANGOR NURSING & REHABILITATION CENTER

BANGOR, ME  04401

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 686 Continued From page 20 F 686
12/2/24 and 12/4/24 but on 12/6/24, the pressure 
wound dressing was observed by Registered 
Nurse #1 (RN1), dated 11/30/24. 

On 12/16/24, R42's clinical record was reviewed.  
R42's December Treatment Administration 
Record (TAR) included a physician ordered 
treatment (started 11/19/24) for the right heel 
pressure wound that directed staff to cleanse with 
normal saline or wound wash, pat dry, apply 
Medihoney alginate, then Mepilex or foam 
equivalent, and may secure with gauze roll or 
kerlix and to change every other day on the night 
shift and as needed (PRN).  R42 was to wear 
off-loading boots to bilateral feet when in bed.  
Review of R42's December TAR was signed by 
LPN1 to indicate that a "weekly skin check" was 
completed on 12/1/24 and documented at 8:00 
p.m. in the clinical record, under "Skin 
Check-LPN," that a "foot evaluation completed" 
and described wound #3 as a blister; however on 
11/25/24, Family Nurse Practitioner (FNP) 
documented that it was a "new unstageable open 
area on right heel-malodorous and draining 
purulent drainage. some discomfort" and ordered 
an antibiotic.  On 12/3/24, documentation 
indicated that Family Nurse Practitioner (FNP) 
visited R42 but did not observe the right heel 
dressing and documented that that off-loading 
boot was on.  On 12/5/24, R42's Brief Interview 
for Mental Status (BIMS]) was 15 (cognitively 
intact), refused a weekly pressure wound 
assessment two times and the dressing was not 
observed as R42 was wearing the off-loading 
boots.  

On 12/17/24 at 1:50 p.m., during an interview with 
a surveyor, FNP stated that she observed the 
unstageable pressure wound on 11/25/24; it 
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F 686 Continued From page 21 F 686
looked like a blister that had popped.  FNP stated 
she ordered an antibiotic (Keflex times (x) 7 days) 
due to the drainage and odor of the wound (the 
last dose administered was 12/2/24).  FNP stated 
that on 12/7/24, she ordered R42 be transferred 
to the hospital because he/she needed a wound 
debridement to the right heel pressure ulcer. 

On 12/17/24 at 2:10 p.m., during a joint interview 
with Registered Nurse #1 (RN1), RN2 and a 
surveyor, RN1 stated that on 12/6/24, he saw 
[Resident] 42 and asked how he/she was doing.  
[Resident] 42 mentioned that his/her (right) foot 
was hurting and RN1 stated that he asked how 
the dressing changes were going; [Resident] 42 
stated they haven't been changed for a while.  
RN1 stated he took the green boot off which was 
covering the (right heel) dressing and saw 
11/30/24 written on the dressing (a photo of the 
dated dressing was taken and provided to the 
surveyor).  RN1 stated he last saw the wound on 
11/28/24 and it looked good (On 12/6/24 at 6:00 
p.m., RN1 documented that the wound now had a 
new odor and with new blackened tissue present 
with dried drainage observed on the old 
dressing).  RN2, who observed the wound on 
11/28, stated that it was healing well, to the point 
of wanting to contact the provider about maybe 
discontinuing the Medihoney, as it did its job.  
RN2 stated that weekly pressure wound 
assessments are supposed to be done weekly 
but they are not always done by her.  RN1 stated 
that he called FNP and a televisit was completed 
to review the status of the right heel wound.  FNP 
ordered a mobile x-ray that was completed 
12/7/24 and they thought it was possible 
osteomyelitis (bone infection) and [Resident] 42 
was sent to the hospital for further tests.  RN1 
stated he called the hospital to obtain status on 
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F 686 Continued From page 22 F 686
[Resident] 42 and found it was not osteomyelitis, 
but [Resident]42 was admitted for broad 
spectrum IV antibiotics (intravenous medication 
used when a bacterial infection is suspected but 
the group of bacteria is unknown).  [Resident] 42 
did not return to the facility. 

R42's care plan, last updated 11/14/24, for the 
care area of, "The resident has pressure ulcer 
right heel pressure ulcer development related to 
(r/t) immobility," with interventions added on 
11/14/24 that included: "Administer treatments 
and monitor for effectiveness; 
assess/record/monitor wound healing measure 
length, width, and depth where possible; assess 
and document status of wound perimeter, wound 
bed and healing progress; 
monitor/document/report as needed (PRN) any 
changes in skin status: appearance, color, wound 
healing, signs/symptoms of infection, wound size 
(length times (x) width x depth), stage; and 
weekly treatment documentation to include the 
measurement of each area of skin breakdown's 
width, length, depth, type of tissue and exudate 
(drainage)."   

On 12/17/24 at 8:34 a.m., the Director of Nursing 
(DON) provided the surveyor with the weekly 
pressure wound assessments that were 
completed for R42's right heel pressure injury 
which included the dates of 11/13/24 and 12/6/24.  
The surveyor confirmed that weekly pressure 
wound assessments were not completed every 
week.   On 12/17/24 at 3:15 p.m., during an 
interview with a surveyor, the DON stated that 
weekly skin checks are to be done on shower 
days.  The surveyor confirmed LPN1's inaccurate 
description of a weekly skin check completed on 
12/1/24, documenting the description of an 
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F 686 Continued From page 23 F 686
unstageable pressure wound (as described by 
FNP on 11/25/24) as a "blister" and LPN1 would 
have needed to remove the dressing, dated 
11/30/24, in order to see the area to complete the 
weekly skin check.  The surveyor also confirmed 
that R42 had a dressing change scheduled every 
other day and PRN, R42 was on an antibiotic until 
12/2/24 due to drainage of the wound, and wore 
off-loading boots while in bed.  There was no 
evidence that staff had been monitoring the area 
(as directed by the care plan), because if they 
would have removed the right foot off-loading 
boot to observe the treatment for effectiveness, 
staff would have seen that the last time the 
dressing had been changed was 11/30/24.  

On 12/31/24 at 2:03 p.m., the surveyor spoke 
with LPN1 via telephone.  LPN1 stated that she 
did not remember completing or documenting 
that she had completed a foot/skin check on 
12/1/24 or a dressing change to R42's right heel 
pressure wound on 12/4/24.  LPN1 did state that 
on 12/2/24, at the beginning of her shift, she 
documented that she had completed R42's right 
heel pressure wound dressing change but then 
was pulled to pass medications She stated that 
she informed R42 that the dressing change 
wouldn't be done until after 10 p.m. to which R42 
stated that was too late.   LPN1 stated that she 
forgot to change the documentation to indicate 
that the dressing had not been changed.

F 692 Nutrition/Hydration Status Maintenance
CFR(s): 483.25(g)(1)-(3)

§483.25(g) Assisted nutrition and hydration.  
(Includes naso-gastric and gastrostomy tubes, 
both percutaneous endoscopic gastrostomy and 
percutaneous endoscopic jejunostomy, and 

F 692
SS=D
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F 692 Continued From page 24 F 692
enteral fluids).  Based on a resident's 
comprehensive assessment, the facility must 
ensure that a resident-

§483.25(g)(1) Maintains acceptable parameters 
of nutritional status, such as usual body weight or 
desirable body weight range and electrolyte 
balance, unless the resident's clinical condition 
demonstrates that this is not possible or resident 
preferences indicate otherwise;

§483.25(g)(2) Is offered sufficient fluid intake to 
maintain proper hydration and health;

§483.25(g)(3) Is offered a therapeutic diet when 
there is a nutritional problem and the health care 
provider orders a therapeutic diet.
This REQUIREMENT  is not met as evidenced 
by:
 Based on record review and interview, the facility 
failed to provide recommended nutritional 
services for 1 of 1 residents reviewed for dialysis 
[Resident #102 (R102)].

Finding:

Review of the "Dialysis Patient Care " Policy 
created and approved on "05/21/2018" indicated, 
"Dietary management involves restriction of 
protein, sodium, potassium, and/or fluid intake 
per physician's orders."

On 12/17/24, clinical record review revealed:
R102 was admitted on 3/22/23 with a diagnosis of 
"dependence on renal dialysis".  The resident was 
discharged to the hospital on 11/29/24 and 
returned to the facility on 12/12/24 with the same 
care plan in place.  The care plan revised on 
9/29/24 indicated the resident was on a renal diet.  
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I. Resident's  order was clarified with dialysis,   1/30/25 
verified with practitioner  and corrected.

II. All dialysis residents have the  potential of
being effected. There were no other dialysis 
residents in the facility at that time.

III. New admits requiring dialysis will have 
diet orders reviewed by the RD.  Staff will
be educated on F692 and recommended
nutritional services for dialysis patients.

IV. DON or designee will audit diet orders 
for dialysis paptients and audits will be
brought to QAPI.
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F 692 Continued From page 25 F 692
The dietary notes on 10/24/24 indicated the 
resident was on a "renal, carb consistent, low 
sodium diet".  The discharge orders from the 
hospital dated 12/12/24 indicated R102 continue 
the carb consistent, low sodium diet on return to 
the facility.  On 12/12/24, the dietary 
communication slip indicated R102 was placed 
on a "House/Regular" diet upon return from the 
hospital.

On 12/17/24 at 11:30 a.m., during an interview 
with a surveyor, the Kitchen Manager stated the 
House/Regular diet is not considered a low 
sodium diet.

On 12/18/24 at 11:07 a.m., during an interview 
with the Director of Nursing (DON), 2 surveyors 
confirmed the record contained conflicting diet 
recommendations.  The DON stated ""the dialysis 
center should direct the diet order; the dietician 
may discuss with them and make adjustments, 
but there would be a note for that."  At this time 2 
surveyors confirmed the facility did not provide 
the recommended nutritional services to R102 on 
his/her return from the hospital.

F 695 Respiratory/Tracheostomy Care and Suctioning
CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including 
tracheostomy care and tracheal suctioning.  
The facility must ensure that a resident who 
needs respiratory care, including tracheostomy 
care and tracheal suctioning, is provided such 
care, consistent with professional standards of 
practice, the comprehensive person-centered 
care plan, the residents' goals and preferences, 
and 483.65 of this subpart.
This REQUIREMENT  is not met as evidenced 

F 695
SS=D
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educated on requirement to check and 
clean concentrators once a week. 

IV. Resident oxygen concentrator cleaning
 will be audited for completion by ICP. Audits 
will be brought to QAPI.
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F 695 Continued From page 26 F 695
by:
 Based on observations and interviews, the facility 
failed to provide oxygen therapy in a sanitary 
manner for 1 of 2 sampled residents using 
oxygen (Resident #25 [R25]).

Finding: 

On 12/18/24 at 10:55 a.m., during an 
environmental tour with the Director of Plant 
Operations, Healthcare Services Group District 
Manager, and surveyor observed R25 wearing 
oxygen via nasal cannula attached to an oxygen 
concentrator. The concentrator filter located on 
the back of the machine was dusty.

On 12/18/24 at 10:55 a.m. in an interview with the 
Director Plant Operations, and Healthcare 
Services Group District Manager, a surveyor 
confirmed R25's oxygen concentrator was dusty.

 

F 699 Trauma Informed Care
CFR(s): 483.25(m)

§483.25(m) Trauma-informed care  
The facility must ensure that residents who are 
trauma survivors receive culturally competent, 
trauma-informed care in accordance with 
professional standards of practice and accounting 
for residents' experiences and preferences in 
order to eliminate or mitigate triggers that may 
cause re-traumatization of the resident.
This REQUIREMENT  is not met as evidenced 
by:

F 699
SS=D

 Based on record review and interview, the facility 
failed address the needs of a resident in order to 
minimize triggers that may cause 
re-traumatization for 1 of 2 resident reviewed for 
Mood/Behavior (Resident #15 [R15]).
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and the care plan was updated.

II. Residents with history of trauma have
been assessed by social worker.

III. Facility will Screen new admissions for 
trauma and information will be gathered on 
triggers for those with trauma. Care plan will 
be completed to include appropriate trauma 
and trigger information.  Staff will be educated 
on trauma, trauma informed  care and 
culturally appropriate care.

IV. Social worker will audit care plans for 
thoroughness for those with trauma or history
of trauma. Audits will be brought  to QAPI.
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Finding:

R15 was admitted to the facility with hospice 
services on 11/28/23.  R15's diagnoses are 
significant for anxiety disorder, hallucinations, 
delusional disorder, dementia with behavioral 
disturbance, and need for assistance with 
personal care.

On 12/15/24 at 8:08 p.m., a nurse note stated, 
"[patient] stated to [2 staff] that the last two 
people who were in [his/her] room molested 
[him/her]."
 
On 12/17/24 at 4:01 p.m., a nurse note stated, 
"This afternoon the Hospice nurse and social 
worker reported to me [R15] was very upset when 
they saw [him/her] today.  [He/She] reported 
being afraid and made claims of a sexual assault.  
Upon probing, the resident could not identify 
when it happened and stated it was not here. ? if 
[he/she] may have had a previous trauma 
triggered by a male caregiver."

On 12/18/24, the provider signed a note stating, 
"report to [Director of Nursing (DON)] of [patient] 
stating [he/she] was sexually abused.  
Investigation thought to be a trigger from a male 
caregiver with [history] of old trauma."

On 12/19/24 at 9:54 a.m., during an interview with 
the DON, 2 surveyors confirmed that the clinical 
record lacked evidence that interventions were 
put in place for R15, in order to prevent 
re-traumatization.

F 755 Pharmacy Srvcs/Procedures/Pharmacist/Records
CFR(s): 483.45(a)(b)(1)-(3)

F 755
SS=D

FORM CMS-2567(02-99) Previous Versions Obsolete T9CU11Event ID: Facility ID: 1901 If continuation sheet Page  28 of 48



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED:  01/03/2025
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

205020 12/19/2024
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

103 TEXAS AVE
BANGOR NURSING & REHABILITATION CENTER

BANGOR, ME  04401

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETION

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 755 Continued From page 28 F 755

§483.45 Pharmacy Services
The facility must provide routine and emergency 
drugs and biologicals to its residents, or obtain 
them under an agreement described in 
§483.70(f).  The facility may permit unlicensed 
personnel to administer drugs if State law 
permits, but only under the general supervision of 
a licensed nurse.

§483.45(a) Procedures.  A facility must provide 
pharmaceutical services (including procedures 
that assure the accurate acquiring, receiving, 
dispensing, and administering of all drugs and 
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation.  The facility 
must employ or obtain the services of a licensed 
pharmacist who-

§483.45(b)(1) Provides consultation on all 
aspects of the provision of pharmacy services in 
the facility.

§483.45(b)(2) Establishes a system of records of 
receipt and disposition of all controlled drugs in 
sufficient detail to enable an accurate 
reconciliation; and

§483.45(b)(3) Determines that drug records are in 
order and that an account of all controlled drugs 
is maintained and periodically reconciled.
This REQUIREMENT  is not met as evidenced 
by:
 Based on record reviews and interviews, the 
facility failed to ensure that physician ordered 
medications were available for use to meet the 
needs of the residents for 1 of 3 residents 
reviewed as a closed record. (Resident #51 
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Revised               
I. Resident discharged from facility. Root      1/30/25 
Cause Analysis was completed for resident
 #51 the week following the Saturday 
discharge. Residents’ medications were 
being audited as part of ongoing QAPI 
performance improvement project.

II. All residents have potential to be 
impacted by this practice.

III.  Staff were educated in December after 
the finding and will be educated again on 
F755, requirements to follow physician 
orders for medications and the policy and 
procedures for making sure medications 
are available and arrive timely. Staff will 
check Cubex for medication availability 
onsite. Nursing staff have been educated 
on what pharmacy to utilize for back up 
and how to request a STAT delivery. 
Nursing Staff have been educated on the 
process for notifying the physician if a 
medication is unavailable and to get 
physician orders for how to proceed.

IV. DON or designee will audit arrival of 
medications for new patients from the
pharmacy. Audits will be brought to QAPI.
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F 755 Continued From page 29 F 755
[R51]). 

Finding: 

On 12/19/24 at 1:07 p.m., during a review of 
Resident #51's clinical record, R51 was admitted 
to the facility on 11/15/24 after a stay at the 
hospital for the treatment of a surgical wound 
infection.  He/she was admitted with an order for 
Vancomycin HCI in dextrose intravenous (IV) 
solution 1.25-5 gram (GM)/250 milliliters (ML) -% 
use 250ml intravenously two times a day for 
infection with a start date of 12/15/24 at 8:00 p.m.
 
The Treatment Administration Record (TAR) 
shows documentation that on 12/15/24 at 8:00 
PM a code of 9 was entered. The code 9 using 
the chart codes on the TAR indicated "other"/see 
progress notes. The progress note dated 
11/15/24 documents the vancomycin HCI in 
dextrose intravenous solution 1.25-5gm/250ml% 
(antibiotic) was not in yet from the pharmacy, 
resulting in R51 missing his/her evening dose of 
his/her antibiotic treatment. 

On 11/16/24 at 8:00 a.m. a second dose of IV 
vancomycin HCI in dextrose intravenous solution 
1.25-5gm/250ml% was due to be administered.  
In a nursing note dated 11/16/24 documents the 
correct formulation of the medication was not 
available, which resulted in R51 missing a second 
dose of IV antibiotics to treat his/her surgical 
infection. 

On 11/16/24 at 10:43 a.m., R51 and the spouse 
told the nurse that he/she was leaving against 
medical advice stating they were unhappy with 
the care and the IV medication, and they would 
be going to the ER to get the IV antibiotics. 
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F 755 Continued From page 30 F 755

On 12/19/24 at 12:55 p.m., during an interview 
with the Infection Preventionist, she stated that 
they have been having an issue with the 
pharmacy with getting medications timely. They 
have pharmacy runs in the evening and again on 
the overnight shift during the week, on the 
weekends they get one pharmacy run. They do 
have a backup pharmacy but does not believe 
they can get IV medications from the local 
Walgreens. A surveyor confirmed at this time that 
R51 missed two doses of his/her IV antibiotics 
due to unavailability of the correct formulation of 
his/her medication order.

F 756 Drug Regimen Review, Report Irregular, Act On
CFR(s): 483.45(c)(1)(2)(4)(5)

§483.45(c) Drug Regimen Review.    
§483.45(c)(1) The drug regimen of each resident 
must be reviewed at least once a month by a 
licensed pharmacist.

§483.45(c)(2) This review must include a review 
of the resident's medical chart. 

§483.45(c)(4) The pharmacist must report any 
irregularities to the attending physician and the 
facility's medical director and director of nursing, 
and these reports must be acted upon.
 (i) Irregularities include, but are not limited to, any 
drug that meets the criteria set forth in paragraph 
(d) of this section for an unnecessary drug.
(ii) Any irregularities noted by the pharmacist 
during this review must be documented on a 
separate, written report that is sent to the 
attending physician and the facility's medical 
director and director of nursing and lists, at a 
minimum, the resident's name, the relevant drug, 

F 756
SS=E
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I. Pharmacy recommendations have been   1/30/25 
given to the provider and provider 
responded to pharmacist recommendations. 

II. All residents have the potential to be 
impacted by this practice. DON reviewed 
prior months pharmacy recommendations 
with provider for other residents.

III. Pharmacy recommendations will be 
sent to DON, Resource Nurse and Nurse 
Educator.  Staff will be educated on 756
and process for pharmacy recommendation 
follow through.

IV.DON or designee will audit follow 
through of provider for pharmacy 
recommendations. Audit results will be
brought to QAPI.
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F 756 Continued From page 31 F 756
and the irregularity the pharmacist identified.
(iii) The attending physician must document in the 
resident's medical record that the identified 
irregularity has been reviewed and what, if any, 
action has been taken to address it. If there is to 
be no change in the medication, the attending 
physician should document his or her rationale in 
the resident's medical record.

§483.45(c)(5) The facility must develop and 
maintain policies and procedures for the monthly 
drug regimen review that include, but are not 
limited to, time frames for the different steps in 
the process and steps the pharmacist must take 
when he or she identifies an irregularity that 
requires urgent action to protect the resident.
This REQUIREMENT  is not met as evidenced 
by:
 Based on record review and interview, the facility 
failed to follow up on pharmacist 
recommendations timely, for 4 of 6 residents 
reviewed for medications (Resident #11 [R11], 
R16, R34 and R37). 

Findings:

1.  On 12/18/24 during R11's clinical record 
review it was noted that on 10/30/24 the 
Pharmacist completed a medication record 
review and had made the following 
recommendations: 

- To confirm a diagnosis for Buspar therapy as 
the current diagnosis is not an approved 
indication for use, this medication is generally 
used to treat anxiety. 
- That this resident has been taking Risperidone 4 
milligrams (mg) twice daily since 7/5/24. Please 
evaluate the current dose and consider a dose 
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F 756 Continued From page 32 F 756
reduction. 

During clinical record review there is no evidence 
that the Pharmacist recommendations have been 
reviewed or responded by the Medical Provider. 

2.  On 12/18/24 during R16's clinical record 
review it was noted that on 9/22/24 the 
Pharmacist completed a medication record 
review and had made the following 
recommendations: 

- To review dosing schedule for Oxybutynin and 
Gabapentin schedule. Both orders have an AM 
window of 7 am to 10 am, however the afternoon 
dose is scheduled for 11 am. If the AM dose is 
administered at 10 am, this is too close to the 11 
am dosing. Please either ensure AM dose is 
administered earlier or the afternoon dose later. 

Pharmacist medication review dated 10/29/24 
has the following recommendations: 

- That this resident has been taking Sertraline 
150mg daily since 3/6/24. Please evaluate this 
current dose and consider a dose reduction. 

During clinical record review there is no evidence 
that the Pharmacist recommendations have been 
reviewed or responded by the Medical Provider. 

On 12/19/24 at 11:30 a.m. during an interview 
with 2 surveyors the Director of Nursing (DON) 
stated "we don't have any of the responses to the 
pharmacy recommendations." The DON was 
Unable to verify that the pharmacy 
recommendations were addressed or 
acknowledged by the Medical Provider.   
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3. On 12/19/24, review of R34's clinical record 
revealed the following:

On 7/29/24, the Medication Regimen Review for 
R34 was completed and the pharmacist 
recommendation stated, "Resident has an order 
to receive Tum's every 2 hours as needed (PRN). 
Please consider updating the Medication 
Administration Record (MAR) to include a daily 
limit ([that is] do not exceed 8,000 [milligrams 
(mg)] per day)."

Review of the MAR for active orders in August 
revealed an order dated 6/26/24 for Tums 
(calcium carbonate) 500mg tablets, 2 tablets to 
be given every 2 hours as needed for indigestion.  
Additionally, the MAR had an order for a Calcium 
Carbonate 600 mg supplement dated 4/23/24, 
scheduled for 1 tablet to be given by mouth twice 
a day.  There was no indication that the orders 
were updated or changed to include a daily limit.

On 12/19/24 at 11:30 a.m., during an interview 
with the Director of Nursing, 2 surveyors 
confirmed there is no evidence that this 
recommendation was reviewed and / or 
acknowledged by the provider.

4. On 12/19/24, review of R37's clinical record 
revealed the following:

On 7/29/24, the Medication Regimen Review for 
R37 was completed and the pharmacist 
recommendation stated, "Resident has a 
scheduled and a PRN order for Acetaminophen. 
Please consider updating the PRN order to 
include a daily limit such as 3 grams per day."

On 9/22/24, the Medication Regimen Review for 
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R37 was completed and the pharmacist 
recommendation stated, "Resident has a 
scheduled and a PRN order for Acetaminophen. 
Please consider updating the PRN order to 
include a daily limit such as 3 grams per day."

Review of R37's MAR and physician's orders 
revealed two orders for Acetaminophen 325 mg 
tablets, one scheduled and one to be given as 
needed.  The as needed Acetaminophen has a 
start date of 6/15/24 and directs 2 tablets 
(650mg) to be give every 4 hours as needed for 
pain. The scheduled Acetaminophen has a start 
date of 7/31/24 and directs 2 tablets (650mgs) to 
be given every morning and bedtime for pain.  As 
of 12/19/24 both orders remain active without 
indication of a daily limit.

On 12/19/24 at 11:30 a.m., during an interview 
with the Director of Nursing, 2 surveyors 
confirmed there is no evidence that this 
recommendation was reviewed and / or 
acknowledged by the provider.

F 812 Food Procurement,Store/Prepare/Serve-Sanitary
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.
(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable 

F 812
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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 
by:
 Based on observations, and interviews, the 
facility failed to monitoring food temperatures to 
prevent food borne illness prior to serving 
residents for 1 of 4 days of survey (12/17/24), and 
the facility failed to ensure that plumbing fixtures 
were properly installed to prevent backflow as 
required by the Maine State Plumbing Code on 2 
of 4 days of survey (12/17/24, and 12/18/24).  
This has the potential to effect all residents in the 
facility.

Findings:

1. On 12/17/24 at 11:38 a.m., a surveyor 
observed the Kitchen Manager serve mashed 
potato, pureed green bean, and ground chicken 
onto an early plate from the steam table.  The 
plate was covered and put to the side in 
preparation of being served ahead of the lunch 
service.  At 11:39 a.m., a surveyor observed the 
Kitchen Manager begin to check holding 
temperatures of the food on the steam table, prior 
to serving the lunch service.  The ground chicken 
was observed to be 133 degrees Fahrenheit, and 
the pureed chicken was observed to be 126 
degrees Fahrenheit (Minimum safe holding 
temperature for hot foods is 135 degrees 
Fahrenheit).

On 12/17/24 at 11:45 a.m., a surveyor confirmed 
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I. Food was brought to correct                       1/30/25
temperature for impacted residents. 
Dietary Manager educated the cook at the 
time of the finding. Inservice held with 
cooks on 1/1/25 with information on 
required temperature for foods being held
for meal service. The air gap was fixed 
on 12/18/24. 

II. All resident have potential to be 
impacted by this practice. Maintenance 
checked facility for plumbing compliance 
with air gap requirements.

III. Cooks will take temperature of food 
just before food service begins. Staff will 
be educated on correct temperatures for 
food held for food service. Staff will be 
educated on required air gaps.

IV. Dietary Manager will audit compliance
of temperature by auditing Cooking & 
Reheating Temperature Log. Audits will 
be brought to QAPI. Maintenance will
share results of air gap compliance with
QAPI.
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with the Kitchen manager that the pureed chicken 
and ground chicken were not maintained at a 
safe holding temperature and the early plate had 
been prepared and was ready to serve with the 
ground chicken that was not maintained at a safe 
holding temperature.

2. The 10-114 State of Maine Rules Chapter 226, 
definition Section A, defines an Air-Gap 
Separation - A physical separation between the 
free-flowing discharge end of a potable water 
supply pipeline and an open or non-pressure 
receiving vessel. An air-gap separation shall be at 
least twice the diameter of the supply pipe 
measured vertically above the overflow rim of the 
vessel - in no case less than one inch (2.54 cm) 
and the Code of Federal Regulation, Title 21, Part 
1250, Section 1250, 30 (d) states "all plumbing 
shall be so designed, installed, and maintained as 
to prevent  contamination of the water supply, 
food, and food utensils."

On 12/17/24 at 2:34 p.m.,  a surveyor observed 
an improper air gap on the drain line of  the ice 
machine, this finding was confirmed with the 
Kitchen Manager.

On 12/18/24 at 12:00 p.m., a surveyor observed 
an improper air gap on the drain line of  the ice 
machine, this finding was confirmed with the 
Kitchen Manager.

F 842 Resident Records - Identifiable Information
CFR(s): 483.20(f)(5), 483.70(h)(1)-(5)

§483.20(f)(5) Resident-identifiable information.
(i) A facility may not release information that is 
resident-identifiable to the public.
(ii) The facility may release information that is 

F 842
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resident-identifiable to an agent only in 
accordance with a contract under which the agent 
agrees not to use or disclose the information 
except to the extent the facility itself is permitted 
to do so.

§483.70(h) Medical records. 
§483.70(h)(1) In accordance with accepted 
professional standards and practices, the facility 
must maintain medical records on each resident 
that are- 
(i) Complete;
(ii) Accurately documented;
(iii) Readily accessible; and
(iv) Systematically organized

§483.70(h)(2) The facility must keep confidential 
all information contained in the resident's records, 
regardless of the form or storage method of the 
records, except when release is- 
(i) To the individual, or their resident 
representative where permitted by applicable law; 
(ii) Required by Law; 
(iii) For treatment, payment, or health care 
operations, as permitted by and in compliance 
with 45 CFR 164.506; 
(iv) For public health activities, reporting of abuse, 
neglect, or domestic violence, health oversight 
activities, judicial and administrative proceedings, 
law enforcement purposes, organ donation 
purposes, research purposes, or to coroners, 
medical examiners, funeral directors, and to avert 
a serious threat to health or safety as permitted 
by and in compliance with 45 CFR 164.512.

§483.70(h)(3) The facility must safeguard medical 
record information against loss, destruction, or 
unauthorized use.
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§483.70(h)(4) Medical records must be retained 
for- 
(i) The period of time required by State law; or 
(ii) Five years from the date of discharge when 
there is no requirement in State law; or 
(iii) For a minor, 3 years after a resident reaches 
legal age under State law.

§483.70(h)(5) The medical record must contain- 
(i) Sufficient information to identify the resident; 
(ii) A record of the resident's assessments; 
(iii) The comprehensive plan of care and services 
provided; 
(iv) The results of any preadmission screening 
and resident review evaluations and 
determinations conducted by the State; 
(v) Physician's, nurse's, and other licensed 
professional's progress notes; and 
(vi) Laboratory, radiology and other diagnostic 
services reports as required under §483.50.
This REQUIREMENT  is not met as evidenced 
by:
 Based on record reviews and interviews, the 
facility failed to ensure that clinical records were 
complete and contained accurate information for 
1 of 3 sampled residents reviewed for pressure 
ulcers (Resident #42 [R42]) and 1 of 1 reviewed 
for Respiratory care.  

Findings:

1. On 12/16/24, a surveyor reviewed information 
provided for a facility reported incident, dated 
12/6/24, involving Licensed Practical Nurse #1 
(LPN1) documenting that dressing changes were 
completed on R42's right heel on 12/2/24 and 
12/4/24, but on 12/6/24, the dressing was 
observed and labeled last changed on 11/30/24 
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by Registered Nurse #3.   Upon further review, 
the surveyor noted that LPN1 also documented a 
skin check was completed on 12/1/24 that 
included documentation of "Foot evaluation 
completed" and that R42's right heel pressure 
wound was a "blister" but on 11/25/24, the Family 
Nurse Practitioner #1 documented that the wound 
(that was a blister) was now unstageable and 
open, with drainage, to the right heel.   On 
12/17/24 at 3:15 p.m., during an interview with the 
Director of Nursing, a surveyor confirmed this 
finding. 

2.  On 12/16/24 during a resident observation and 
interview it was noted that R19 was using an 
oxygen concentrator at 2 Liters per minute using 
a nasal cannula. Observation of the nasal 
cannula (oxygen tubing) showed that it had a date 
of 12/8/24. 

During review of R19's Treatment Administration 
Record (TAR) for December it was noted that the 
nurse signed the TAR that the oxygen tubing was 
changed on 12/15/24. 

12/18/24 at 7:22 a.m., observation and record 
review was done with the interim Social Service 
nurse, the surveyor confirmed the date on the 
oxygen tubing was 12/8/24 and that it was signed 
on the TAR as being changed on 12/15/24.

F 880 Infection Prevention & Control
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 
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development and transmission of communicable 
diseases and infections.

§483.80(a) Infection prevention and control 
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 §483.71 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.  
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(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 
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 observations, record reviews, and 
interviews, the facility failed to maintain an 
Infection Control Program designed to prevent 
the development and transmission of disease and 
infection for residents on precautions and during 
a medication pass observation for 3 of 4 days of 
survey (12/16/24, 12/17/24, and 12/18/24).  

Findings:  

1. On 12/17/24 at 7:00 a.m., in the hallway by the 
nurses station, a surveyor observed Certified 
Nursing Assistant - Medication #1 (CNA-M1) with 
medications in her bare hands, giving them to 
Resident #16.  The surveyor confirmed this 
observation with CNA-M1 at this time. 
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2.  On 12/17/24, Resident #21 (R21)'s clinical 
record was reviewed which indicated that R21 
had a Foley catheter and a history of a bacteria, 
Extended-spectrum beta-lactamase (ESBL), 
requiring contact precautions when providing 
care.  At 8:43 a.m., the surveyor observed a sign 
on the the door to R21's room indicated that 
which required staff to put on gloves and a gown 
before entering the room; the surveyor did not 
observe a personal protective equipment (PPE) 
cart outside of the room.  On 12/17/24 at 9:20 
a.m., a surveyor observed two Certified Nursing 
Assistants providing morning care to R21 and 
neither CNA was wearing a gown.  At 9:27 a.m., 
during an interview with a surveyor, the Infection 
Preventionist (IP) stated that R21 is on 
precautions and staff should be wearing a gown 
and gloves when providing care to R21.  The 
surveyor confirmed that the two CNAs were not 
wearing gowns while providing morning care for 
R21. 

The facility's policy, "Enhanced Barrier 
Precautions", Jan 1,2024 - Dec 31, 2024, states:
- Enhanced Barrier Precautions (EBP) signage 
should be placed where staff can easily identify
- Personal protective equipment is required for all 
staff providing high contact resident care activities 
to include: Gowns and gloves with dressing, 
bathing/showering, transferring, providing 
hygiene, changing linens, changing briefs or 
assisting with toileting, device care or use (central 
line, urinary catheter, feeding tube, tracheostomy) 
and wound care to chronic wounds and unhealed 
surgical sites. 
- EBP will be in place for the duration of the 
resident's stay or until a wound is resolved or the 
indwelling medical device is discontinued. 
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3. On 12/16/24 at 12:10 p.m., during an interview 
with a surveyor, R54 stated that he/she had a 
wound with a dressing on his/her bottom.  The 
surveyor did not observe a sign outside of R54's 
room, notifying staff that R54 was on Enhanced 
Barrier Precautions to notify staff that PPE must 
be worn when providing care nor observed a PPE 
cart nearby.  On 12/17/24 at 9:14 a.m., a surveyor 
observed two Certified Nursing Assistant (CNA) 
students enter R54's room and there was already 
a CNA in the room assisting R54 who was 
standing with the use of a walker; neither the 
CNA nor the students were observed wearing a 
gown.  At 9:23 a.m., during an interview with a 
surveyor, R54 stated that the CNA assisted 
him/her to use the restroom.  On 9:27 a.m., 
during an interview with a surveyor, the Infection 
Preventionist stated that she forgot to put a sign 
on the outside of R54's room that would have 
notified staff that R54 was on enhanced barrier 
precautions.  The surveyor explained the 
observation of the CNA nor the students wearing 
a gown as personal protective equipment.  At 
10:30 a.m., during an interview with a surveyor, 
CNA1 stated that she was unaware that R54 was 
on enhanced barrier precautions until after she 
provided care for R54 because there was no sign 
on the door at that time.  She noticed that one 
was put up now, after she provided care. 

4.  On 12/17/24 at 10:31 a.m., during resident 
observation and interview it was noted that 
he/she had a foley catheter. At this time the 
surveyor observed there was no sign for his/her 
EBP and no PPE readily available for staff use. 

On 12/18/24 at 2:51 p.m, during a combined staff 
interview, they stated that R17 has had a foley 
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catheter since their return from the hospital and 
they were not made aware of the EBP. The staff 
stated it wasn't until that afternoon (12/18/24) that 
they were made aware of the need to wear PPE 
when providing care to R17. 

On 12/18/24 at 3:00 p.m, during an observation of 
R17's room with the Infection Preventionist (IP), it 
was noted there are no gowns available for staff 
to put on prior to entering the room.  The IP 
stated the PPE are placed in a drawer in the 
rooms, there were no PPE found in any of the 
residents drawers.  At this time the surveyor 
confirmed there was no PPE available for use for 
this resident.

F 883 Influenza and Pneumococcal Immunizations
CFR(s): 483.80(d)(1)(2)

§483.80(d) Influenza and pneumococcal 
immunizations
§483.80(d)(1) Influenza. The facility must develop 
policies and procedures to ensure that-
(i) Before offering the influenza immunization, 
each resident or the resident's representative 
receives education regarding the benefits and 
potential side effects of the immunization;
(ii) Each resident is offered an influenza 
immunization October 1 through March 31 
annually, unless the immunization is medically 
contraindicated or the resident has already been 
immunized during this time period;
(iii) The resident or the resident's representative 
has the opportunity to refuse immunization; and
(iv)The resident's medical record includes 
documentation that indicates, at a minimum, the 
following:
(A) That the resident or resident's representative 
was provided education regarding the benefits 

F 883
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and potential side effects of influenza 
immunization; and
(B) That the resident either received the influenza 
immunization or did not receive the influenza 
immunization due to medical contraindications or 
refusal.

§483.80(d)(2) Pneumococcal disease. The facility 
must develop policies and procedures to ensure 
that-
(i) Before offering the pneumococcal 
immunization, each resident or the resident's 
representative receives education regarding the 
benefits and potential side effects of the 
immunization; 
(ii) Each resident is offered a pneumococcal 
immunization, unless the immunization is 
medically contraindicated or the resident has 
already been immunized; 
(iii) The resident or the resident's representative 
has the opportunity to refuse immunization; and
(iv)The resident's medical record includes 
documentation that indicates, at a minimum, the 
following:
(A) That the resident or resident's representative 
was provided education regarding the benefits 
and potential side effects of pneumococcal 
immunization; and
(B) That the resident either received the 
pneumococcal immunization or did not receive 
the pneumococcal immunization due to medical 
contraindication or refusal.
This REQUIREMENT  is not met as evidenced 
by:
 Based on record review, and interview, the 
facility failed to ensure residents were offered 
pneumococcal vaccinations in accordance with 
the Centers for Disease Control and Prevention 
(CDC) recommendations for 5 of 5 residents 
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reviewed for immunizations (Resident [R]3, R43, 
R25, R28, and R12).  

Findings:

On 12/18/24 at 12:01 p.m., during an interview 
with the Infection Preventionist (IP), she stated 
that per the facility pharmacist, and CDC 
guidance, if a resident received the PCV13 and 
PPSV23, they should receive the PCV20 five 
years after the last pneumococcal vaccine given.

1. R3's admission date to the facility was on 
12/6/23. During review of immunization records, 
R3 received a PPSV23 on 1/16/18, and a 
Pneumovax Dose 2 on 8/25/06. A surveyor could 
not locate evidence that R3 was reviewed, 
offered, or received a pneumococcal vaccine 
according to CDC recommendations.  The 
Resident is over 65 years of age. 

2.  R43's admission date to the facility was on 
3/29/24. During review of immunization records, 
R43 received a PPSV23 on 2/29/11. A surveyor 
could not locate evidence that R43 was reviewed, 
offered, or received a pneumococcal vaccine 
according to CDC recommendations.  The 
Resident is over 65 years of age. 

3.  R25's admission date to the facility was on 
11/30/23. During review of immunization records, 
a surveyor could not locate evidence that R25 
was reviewed, offered, or received a 
pneumococcal vaccine according to CDC 
recommendations.  The Resident is over 65 
years of age. 

4.  R28's admission date to the facility was on 
8/26/24. During review of immunization records, a 
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surveyor could not locate evidence that R28 was 
reviewed, offered, or received a pneumococcal 
vaccine according to CDC recommendations.  
The Resident is over 65 years of age. 

5.  R12's admission date to the facility was on 
12/15/21. During review of immunization records, 
a surveyor could not locate evidence that R12 
was reviewed, offered, or received a 
pneumococcal vaccine according to CDC 
recommendations.  The Resident is over 65 
years of age. 

On 12/18/24 at 12:01 p.m., during an interview 
with the IP, a surveyor confirmed that R3, R43, 
R25, R28, and R12 were not offered, or received 
a pneumococcal vaccine according to CDC 
recommendations and should have been.
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