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OR LSC IDENTIFYING INFORMATION)
F 0645 PASARR screening for Mental disordersor Intellectual Disabilities
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on record review and interview, the facility failed to ensure a Pre-Admission Screening and Resident Review (PASRR)
harm or potential for actual | Level 1 was accurately completed for 1 of 9 sampled residents reviewed for PASRR (#24). Finding: Resident #24 was
harm admitted to the facility on [DATE]; the clinical record included a[DIAGNOSES REDACTED]. The PASRR Level 1 screen in the

clinical record lacked evidence of this mental health [DIAGNOSES REDACTED] .#24's PASRR and current diagnoses. The SSC
Residents Affected - Few stated that Resident #24 was admitted from home and she completed the PASRR Level 1 over the phone with the Home Health
Nurse on 1/17/20. She was unaware of the [MEDICAL CONDITION] [DIAGNOSES REDACTED]. The surveyor confirmed this
finding at

thistime.

F 0684 Provide appropriate treatment and car e according to orders, resident's prefer ences and
goals.

Level of harm - Minimal
harm or potential for actual | Based on record review, and interview the facility failed to ensure that neurological status checks were assessed and

harm documented/reported each shift for three days following afall according to the Fall Prevention Policy and Procedure for 1

of 2 Resident's reviewed that had afall. (Resident #12) Findings: A review of Resident #12's clinical record indicated

Residents Affected - Few | that Resident #12 had afall on 3/1/20 at 10:20 p.m., he/she hit his’her head on the door frame and has araised area to

the back of his/her head, 2 centimeters (cm) by 3 cm, areais red, blanchable, no bruising noted. The first neurological

status check was done at thistime. According to Northern Maine General, Mercy Home, Policy and Procedures: Fall

Prevention, #2. When afall occurs, the Nurse shall assess and document/report the following each shift for 3 days: e.

Neurological status. The neurological status check was done on the night shift of 3/1/20; the day shift of 3/2/20, and the

day shift 3/3/20. The neurological status checks were not done on the night shift of 3/2/20, the night shift of 3/3/20, or the day shift
of 3/4/20. On 3/10/20 at 11:50 am., during an interview with the Director of Nursing (DON), a surveyor

reviewed the Fall Prevention Policy and Procedure with the DON and confirmed that three of six neurological status checks

where not completed after afall for Resident #12. The DON reported that the neurological status checks should have been

assessed.

F 0880 Provide and implement an infection prevention and control program.

Level of harm - Minimal Based on observation and interview, the facility failed to provide a sanitary environment to help prevent the devel opment
harm or potential for actual | and transmission of disease and infection during 1 of 3 medication pass observations (3/11/20). Finding: On 3/11/20 at
harm 8:25 am., during a medication pass observation, a surveyor observed the Certified Nursing Assistant-Medication (CNA-M)

obtain ablood pressure on aresident. The CNA-M returned to the medication cart, placed the blood pressure cuff back into
Residents Affected - Few the cart, and started to prepare the resident's medications without washing or sanitizing her hands. The surveyor stopped
CNA-M after she started to prepare the first medication and confirmed that CNA-M did not complete hand hygiene after
resident contact at thistime.
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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 aplan 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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