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{F 000} INITIAL COMMENTS {F 000}

 On 12/7/23 an unannounced on-site revisit  was 
conducted at Breakwater Commons for the 
purpose to follow-up to the complaint survey 
dated 9/26/23 to investigate #ME00044710, 
#ME00044711, #ME00044789, #ME00044955 
and #ME00044979  and to determine if the facility 
was in compliance with the Medicare and 
Medicaid Federal Conditions of Participation 
requirements for nursing homes.  The Federal 
regulatory violations indentified during the 9/26/23 
complaint survey were found corrected during the 
12/7/23 survey. However, a revisit survey also 
conducted on 12/7/23 found that the facility 
remained out of compliance with 42 CFR Part 
483, Subpart B - Requirements For Long Term 
Care Facilities.  (See Form CMS 2567 associated 
with Event ID: 9KP912).
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