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E 000 | Inilial Comments E 000
Federal Receriification survey
Date: 8/28/2023
Lakewood A Continuing Care, a long term care
facility, is in substantial compliance with 42 Code
of Federal Regulations Part 483.73- Emergency
Preparedness Requirement for Long Term Care
Faciliies.
K000 | INITIAL COMMENTS K 600

Federal Recertification survey
Date: 8/29/2023

Lakewood A Continuing Care Center , a long term
care facility, was surveyed pursuant fc the
National Fire Protegtion Association 101 Life
Safely Code, 2012 Edilion as referenced in 42
CFR.4B3.60 (a - d) - Physical Environment and is
. in not in substantial compliance.

K324 | Gooking Facilifies K324
§5=C | CFR(s): NFPA 101

Cooking Faciiities
Cooking equipmentis protecied in accordance
with NFPA 96, Standard fer Ventilation Control
and Fire Protection of Commercial Cooking
Operations, unless:
* residential cooking equipment (i.e., small
appliancas such as microwaves, hot plates,
toasters) are used for food warming or limited
cooking in accordance with 18.3.2.5.2, 19.32.5.2
* cooking facilities open to the corridor in smoke
compartments with 30 ar fewer pafients comply.
with the conditions under18.3.2.5.3, 19.3.2.5.3,
or
* cooking facllities In smoke compariments with
/)30 or fewer patlents comply with conditions under

\TORY DIRECTO! P DER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE Pl6) DATE
&M e S A O nterim Hdm. ndalnr 7/"7/23

v deficlency stalemant ending with an adterisk (*) denotes a deficiancy which tha inslitution may be-excused from comecting providing it Is determned’that

n .

7§ther safeguards provide sufficient prolection to the patients. (See inslructions.) Except for nursing homes. the findings stated above are disclosable 00 days
following tha date of survey whether or nol-a plan of cormaction is provided. For nursing homes, the above findings and plans of correclion are disclosabla 14
days foliowing the date these dosuments dfe maga available to the faciiily. If deficiencies are cited, an approved plan of correction is requisite. to conlinued

program participation.
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K 324 cantinued From page 1 K324
18.3.2.6.4,19.3.2.54.
Cooking facilities protectad aceording to NFPA 986
per 8.2.3 are not requirad to. be enclosed as
hazardous areas, but shall not be open fo the
corridor. 7
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19.3.25.5, 928, TIA13-2
This REQUIREMENT is nhot met as evidenced
by:
‘Based on observations and interview, the
Nursing Facility failed to ensiire the residential
hood suppression systems in 3 patient areas are
annually inspected.
Findings;
Based on observation of the surveyor 39983 on
8/29/23, in the presence of the Administrator and [The three Denlar suppression hoods are scheduled {o be
Facllly Directr, the following was not met: e e e otocior oot M
) nspected and compliant.
1. There are three Denlar suppression hood . o ) ) .
systams lacala in three separate dling rooms Northers Light Contiuing Cate Lakewood il coniue it
areas that have not had annual firs supression based on routine rounding by Director of Facilities
inspections. . Date of Carrection: 9/12/2023
This finding was verified by the Administrator and
Facility Director at the fime of the observation.
K 383 | Corridor - Doors K383
§8=C | CFR(s): NFPA 101
Corridor - Doors L ,
Doors protecting corridor apenings in other than
required enclosures of vertical openings, exils, or
harardous areas resist the passage of smoke
FORM GM5-2667(02-99) Pﬁﬁom Vemions Obsolela Event (D: EGCM21 Facliiy 1D 1110 If continuation sheet Page 2 of 6
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K 363 | Continued From page 2 K 363
and are made of 1 3/4 inch solid-bonded core
woud or other material capable of resisting fire for
at least 20 minutes. Doors in fully sprinkiered
smoke compartmenis are only required fo resist
the passage of smoke. Corrider doors and doors
to raoms containing flammable or combustible
malerials have positive lalching hardwaere, Roller
latches are prohibited by CMS regulafion. These
requiremants do not apply to auxiliary spaces that
do.not contain flammable or combustible material.
Clearance between bottom of door and floar
cavering Is not exceeding 1 inch. Powered doars
complying with 7.2.1.9 are permissible if provided
with a device capable of keeping the door closed
when a force of 5 Ibf is applied. There is no
impediment fo the closing of the doors, Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated profective plates
of unlimited height are permitted. Dulch deors
meeting 18.3.8.3.6 ate permitted. Door frames
shall bg labeled and made of steel or other
matarials in compliance with 8.3, unless the
smoke compariment is sprinklered. Fixed fire
window assemblies are allowed per 8.3. In
sprinklered compartments there are no
resfrictions in area or fire resistance of glass or
frames in window assemblies.

19.3.6.3, 42 CFR Parts 403,418, 460, 482, 483,
and 485

Show in REMARKS details of doors such as fire
protection rafings, automatics closing devices,
efc.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the long
term care facility failed to maintain the corridor
deor from posHively latching per NFPA 101, Life
Safety Code, 2012 Edition, Sectiohs 18.3.6. 3.
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TA(FB- cﬁ(oss-na'::easucso -f"g ng.qs:%lg}?ﬁ?fm i
. DEFICIENCY)
K 363 Gontinued From page 3 K 363
Findings:
On August 28, 2023, between 9:00 am and 12:00
pm, In the accompany of Facility Administrator
and the Administrator Director, did observe tha
fallowing: Northern Light Continuing Care Lakewocod has contracted
with mef?t?owlv;I'?nﬁofg\\gtlona:dﬁrﬁtogmngl Sglutlons for
. reparir of the iwo LRI 004 i
1. Two Of the 2 hr fire doors in the corridors have and estimate of repair v?as conrlilete‘ercll otral 9%./25 ey Evalujuon
upper and lower lafching devices that are not 2-hr fired doors will be routinely inspected by Direl
.gs . wi routinely inspe v
positively latching . gf ﬁcllllles and e!tl;ech:)or Division of National I;:'r *sgppmg
olutions, as neede!
The findings were confirmed with the Facility .
Administrator and the Administrator Director at Date of Completion: October 10, 2023
the time of the observation.
K 220 Electrical Equipment - Power Cords and Extens K920
§%=8| CFR(s): NFPA 101

Electrical Equipment - Power Cords and
Extension Cords

Power strips in a patient care vicinity are only
used for companents of movable
pafient-care-related afectrical equipment
(PCREE) assembles that have been assembled
by qualified personnel and meet the conditions .of
10.2,3.6, Power sfrips in the patient care vicinity
may not be used for non-PCREE (e.g., personal
electronics), except in long-term care resident
rooms that do not use PCREE. Power strips for
PCREE meet UL 1363A or UL 60601-1. Power
strips for non-PCREE ip the patient care rooms
(outside of vicinity) meet UL 1363. In rion-patient
care rooms, power strips meet other UL
standards. All power strips are used with general
precautions. Extension cords are not used as a
substitute for fixad wiring of a sfructure,

Extension cords used temporarily are removed
immediately upon completion of the purpose for
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| This finding was verified by the Administrator,

which it was installed and meets the conditions of
1024,

10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8
(NFPA 70), 580.3(D) (NFPAT0), TIA 12-5
This REQUIREMENT is not met as evidenced
by

Based on cbservations and interview, the
Nursing Facility failed to ensure appllances were
properly plugged directly into wall otitiets in two
areas located in the facility.

Findings;

Based oh observation of the surveyar 39983 on
8/28/23, between 9:00 AM and 12:00 PM in the
presence of the Administrator, Facility Director
and Maintenance worker; the following was not
met:

1. The refrigerator located in the memory care
med room is plugged in using an extsnsion cord.
2. The copier located in the long term unit nurses
station is plugged in using a multi outiet power
strip extending under a door info the med room.

Facility Ditector, and Maintenance at the time of
the observation. ;

Based on observation and interview, the long
term care facility failed to comply with NFPA 99,
Healfhcare Facllities Code, 2012 sections
10.5.2.7, 10.5.3.1, & NFPA101, Life Safety
Gode, 2012 Edition.

Finding:
On 08/29/2023, botween 09:00 am and 12:00 pm

did observe with the Facility Administrator and
Administrator Director present

STATEMENT OF DEFICIENCIES {0¢1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND-PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 COMPLETED
205138 B. WING 08129812023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
. 220 KENNEDY MEMORIAL DR
LAKEWQOOD A CONTINUING CARE CENT! i
) ER WATERVILLE, ME 04901
{(x4) 1o SUMMARY STATEMENT OF DEFIGIENCIES 0 " PROVIDER'S FLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
K 920 Continued From page 4 K920 R E C El VE D

SEP 07 2003

Northem Light Continuing Care Lakewood contracteq

com and copier at the long term unit nurses station.

Burge protectors were removed and air conditioners
irector of Nursing, Director of Environmental Servi
e Accounts Receivable offices were plugged directl
lectrical outlets on 8/29/2023.

n 9/5/23 the facilities team rounded throughout the

outine rounding by facilities team will ensure that hil
se equipment is plugged firectly into an electrical o

Date of correction: 9/1/23

with
E.S. Boulos to install outlets for refrigerator in Memoly Care med
vas completed on 9/1/23. (Photos of new outlets attached)
n the

Entire
uilding to confirm all equipment is in a compliant st}e.

This work

, and
into

h electrical
t.
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K 820 | Gontinued From page & K 920

1. In the Director Of Nursing office, an air
conditioner was plugged Into a surge protector
2 In the Director of Envirorimental, an air:
conditioner was plugged into a surge protector.
3. In the Adcounts Receivable office, an air
conditioner was pluggéd info a surge protectar.

These findings were confirmed with the Facility
Administrator and Administrator Director .

BY:
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Lakewood K920

Newly installed outlet — Memory Care med room

RECEIVEpD

SEP 07 2023
BY:

Newly installed outlet Long Term Care Nurses station copier






