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DEFICIENCY)

LAKEWOOD A CONTINUING CARE CENTER

F 000 | INITIAL COMMENTS F 000

From 8/28/23 through 8/31/23 on-site visiis were
conducted at Lakewood A Continuing Care
Center for the purpose of conducting the annual
Long Term Care Survey Process. It was
determined that Lakewood A Continuing Care
Center was not in substanital compliance with 42
CFR 481, subpart B-Requirements for Long Term
Care Facilities.

F 558 | Reasonable Accommodations Needs/Preferences F 558

S§S=D | CFR(s): 483.10(e)(3)

§483.10(e)(3) The right to reside and receive
services in the facility with reasonable
accommodation of resident needs and
preferences except when to do so would
endanger the health or safety of the resident or
other residents.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interviews, the facility
failed to ensure that portable oxygen was
available for 1 of 1 resident (Resident #1 [R1]) to
leave their room for activities and to eat in the
dining room for breakiast, lunch and supper for 4
of 6 meals served (8/27/23 supper, 8/28/23
breakfast, 8/28/23 lunch, and 8/28/23 supper).

Findings:

On 8/28/23 at 1:07 p.m. in an interview with a
surveyor, R1 stated he/she did not receive lunch
and that he/she goes to the dining room to eat,
but there were no portable oxygen tanks in
storage or available, so was told by staff he/she
could not go to the dining room and has to eat in
his/her room, and could not attend activities.
/ He/she had to eat in room, where there is an
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y deficiency statement ending with%n asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
ther 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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