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E 000 lnitial Comments

Federal Recertification Su rvey
Survey Date: 02.25.2025

Ledgewood Manor, a long-term care facility, is
not in substantial compliance \rvith 42 Code of
Federal Regulations Part 483.73 Requirement for
Long Term Care Facilities for Emergency
Preparedness.
Arrangement with Other Facilities
CFR(s): 483.73(bX7)

s403.748(bX7), 5418.113(bX5), S441.184(bX7),
s460.E4(bX8), 5482. 1 5(bX7), 5483.73(bX7),
$483.475(bX7), 5485.625(bX7), S,{85.e20(b)(6),
s4s4.62(bX6).

[(b) Policiss and procedures. The lfacilitiesl must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forlh in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must
be reviewed and updated at least every 2 years

[annually for LTC facilitiesl. At a minimum, the
policies and procedures must address the
following:j

.[For Hospices at 5418-113(b), PRFTS at
5441.184,(b) Hospitals at 5482.'15(b), and LTC
Facilities at 5483.73(b):l Policies and procedures.
(7) [or (5)l The development of arrangements wittr
other lfacllities] [and] other providers to receive
patients in the event of limitations or cessation of
operations to maintain the continuity of services
to facility patients.
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'[For PACE at s460.84(b), ICF/llDs at
5483.475(b), CAHs at 5486.625(b), CMHCS at

5485.920(b) and ESRD Facilities at $aga.62(b):l
Policies and procedures. (7) lor (6), (8)] The
development of arrangements with other
[facilities] lorl other providers to receive patients
in the event of limitations or cessation of
operations to maintain the conlinuity of services
to facility patients.

'[For RNHCIs at 5403.748(b):] Policies and
procedures. (7) The develoPment of
arrangements with other RNHCIs and other
providers to receive patients in the event of

I limitations or cessation of operations to maintain
the continuity of non-medical services to RNHCI
patients.
This REQUIREMENT is not met as evidenced

, by:
Based on observation, inlerview and record

review, the long term care facility failed to
develope an a,rangements with other LTC
facilities and other provide6 to receive residents
in the event of limitations or cessation of
operations to maintain the continuity of services
to LTC residentsfor Emergency Preparedness
Plan in accordance with 42 CFR 483.73

iFinding:

On 02.25.2025, between 9:00 AM and 12:oo PM,

a surveyor, with the General Manager present,
observed the following:

1. The was no evidence in the emergency
preparedness plan of anangements and/or any
agreements the facility has with other lacilities to
receive patients in the event the facility is not able
to care for them during an emergency. place.
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E 025 Continued From page 2

The surveyor confirmed this finding with the
General Manager at the time of the observation
EP Training Program
cFR(s): 483.73(dXl)

s403.748(dX1 ), S416.54(dXl), 541 8.11 3(dX1 ),
s441.184(dX1 ), y60.84(dXl), s482, 15(dX1),

s483.73(d)(1), y83.47s(dX1 ), $484 102(dX1 ),

s485.68(dX 1 ), 5485.542(dXl ), 5485.625(dX1 ),
s485.727(dXl ), s485.920(dX1 ), 5486.360(dX1 ),

$491.12(dX1).

'[For RNCHIS at y03.748, ASCS at y16.54,
Hospitals at 5482.15, ICF/llDs at 5483,475, HHAS
at 5484.102, REHS at 5485.542, "Organizations"
under 5485.727, OPOS at Y86.360,

I RHC/FOHCS at 5491.12:l
(1)Training program. The [facilityl must do all of

the following:
(i) lnitial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with their
expected roles,
(ii) Provide emergency preparedness training at
least every 2 years.
(iii) Maintain documentalion of all emergency
preparedness training.
(iv) Demonstrate staff knowledge of emergency
procedures.
(v) lf the emergency preparedness policies and
procedures are significantly updated, the racilatyl
musl conduct teining on the updaled policies and

] 
procedures.

'[For Hospices at 9418.113(d):l (1) Training. The
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E 037 Continued From page 3

hospice must do all of the following:
(i) lnitial training in emergency preparedness
policies and procedures to all new and existing
hospice employees, and individuals providing

seryices under arrangement, consistent with their
expected roles.

Oii5Jro..it"t" .taff knowledge of emergency
procedures.
(iii) Provide emergency preparedness training at
least every 2 years.
(iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff)' with
special emphasis placed on carrying oul the
procedures necessary to protect patients and I

others.
(v) Maintrain documentation of all emergencl
preparedness training.
(vi) lf the emergency preparedness policies and
procedures are significan$y updated, the hospice
must conduct training on the updated policies and
procedures.

'[For PRTFS at 5441.184(d):l (1)Training
program. The PRTF must do all of the following:
(i) lnitial training in emergency preparedness
policies and procedures to all new and existing
stafi, individuals providing services under
iiirng"r"nt, anb volunt&rs, consistent with their
expected roles.
(ii) After inilial training, provide emergency
preparedness training every 2 years.
(iii) Demonskate stafi knowledge of emergency
procedures.
(iv) Maintain documentation of all emergency
preparedness training.
(v) lf the emergency preparedness policies and
procedures are significantly updated, the PRTF

E 037
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E 037 Continued From page 4
must conduct training on the updated policies and
procedures.

'[For PACE at S460.84(d):] (1) The PACE
organization must do all of the following:
(i) lnitial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site seruices under
arrangement, contractors, participants, and
volunteers, consistent with their expected roles.
(ii) Provide emergency preparedness training at
least every 2 years.
(iii) Demonstrate stafi knowledge of emergency
procedures, including informing participants of
what to do, where to go, and whom to contact in
case of an emergency.
(iv) Maintain documentetion of all training.
(v) lf the emergency preparedness policies and
procedures are significantty updated, the PACE
must conduct training on the updated policies and
procedures.

'[For LTC Facilities at 5483.73(d):] (1) Training
Program. The LTC facility must do all of the
following:
(i) lnitial training in emergency preparedness
policies and procedures to all new and existing
statf, individuals providing services under
arrangement, and volunteers, consistent with their
expected role.
(ii) Provide emergency preparedness training at
least annually.
(iii) Maintain documentation of all emergency
preparedness training.
(iv) Demonstrate staff knowledge of emergency
Procedures.

'[For CORFs at 5485.68(d)l(1) Training. The

E 037
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'[For CAHs at $485.625(d):l-(1) Training program

The CAH must do all of the following:

E 037

(i) lnitial training in emergency preparedness
policies and procedures. including Prompt
reporting and extinguishing of fires, protection,

and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
cooperation with firefighting and disaster
authorities, to all new and existing staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.
(ii) Provide emergency preparedness training at
least every 2 years.
(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of emergency

FORM CMs-2567(02-99) Prcvious WEions O&olete Facillty lD: 0s14 lf continuation sheet Page 6 of 28
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E 037 Continued From page 5

CORF must do all of the following:
(i) Provide initial training in emergency
preparedness policies and procedures to all new

and existing stafi, individuals providing services
under arrangement, and volunteers, consistent
with their exPected roles.
(ii) Provide emergency preparedness training at

r leasl every 2 Years.
(iii) Maintain documentation of the training.
(iv) Demonstrate stafi knowledge of emergency
procedures. All new personnel must be oriented

and assigned specific responsibilities regading
the CORF'S emergency plan wilhin 2 weeks of
their first workday. The training progEm must

I include instruction in the location and use of
alarm systems and signals and firefighting
equipment.
1vi lf the emergency preparedness policies-and

orocedures are significantly updated, the CORF
musl conduct training on the updated policies and
procedures.
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E 037 Continued From page 6
procedures.
(v) lf the emergency preparedness policies and
procedures are significantly updated, the CAH
must conducl training on the updated policies and
procedures.

I '[For CMHCS at S485.920(d):l (1) Training. The
CMHC must provide initial training in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles, and maintain
documentation of the training. The CMHC must
demonstrate slaff kno^rledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparedness training at least every 2
years.
This REOUIREMENT is not met as evidenced
by:
Based on observation, intervielfl and record

review, the long term care facility failed to provide
Emergency Preparedness training annually in
accordance with 42 CFR 483.73

Finding:

Based on interview and documentation review on
02.25.2025, between the hours of 9:00 AM and
12:00 PM, lhis surveyor accompanied with the
General Manager observed the follo\ ring:

'1. No documentation of initial training in
emergency preparedness policies and
procedures to all individuals providing services
under arrangement consistent with their expected
roles.

The surveyor confirmed this jinding with the
General Manager at the time of the observation
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E 039E 039 EP Testing Requirements
SS=F CFR(s): 483.73(dX2)

s4 1 6.54(dX2), S41 8. 1 1 3(dX2), S44 1 . 1 84(dX2),

s460.84(dx2), 5482. 1 5(d)(2), 5483.73(dX2),
s483.475(d)(2), Vu.1 o2(dX2), 5485.68(dX2),
s485. 542(dX2), 5485.625(d X2 ), S485. 7 27 (dl(z),

s485.e20(dx2), s4e 1 .12(dl(21, s4s4.62(d)(2).

.[ForASCs at S416.54, CORFs at $485.68, REHs
at 5485.542, OPO, "Organizations" under

5485.727, CMHCs at $485.920, RHCs/FQHCS at
5491.12, and ESRD Facilities at $494.621:

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility]
must do all of the following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is not

accessible, cond uct a facility-based functional
exercise every 2 years; or

(B) lf the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the ffacilityl is
exempt from engaging in its next required
commun ity-based or individual, facility-based
functional exercise following the onset of the
actual event.
(ii) Conduct an additional exercise at least every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2Xi) of
this section is conducted, that may include, but is
not limited to the following:
(A) A second full-scale exercise that is
commun ity-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by
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03E I Continued From page 8

a facilitator and includes a group discussion using
a nanated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(iii) Analyze the facilitysl response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the

[facility'sl emergency plan, as needed.

'[For Hospices at 418.113(d):l
(2) Testing for hospices that provide care in the
patients home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the following:
(i) Participate in a full-scale exercise that is
community based every 2 years; or
(A) When a community based exercise is not
accessible, conduct an individual facility based
functional exercise every 2 years; or
(B) lf the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospital is exempt from
engaging in its next required full scale
community-based exercise or individual
facility-based tunctional exercise follorving the
onset of the emergency evenl.
(ii) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (dX2Xi) of this section
is conducted, that may include, but is not limited
to the following:
(A) A second full-scale exercise that is
community-based or a facility based functional
exercise: or
(B) A mock disaster drill: or
(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion using

E 039
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a nanated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice must do the following:

ii) Participate in an annual full-scale exercise that
iJ 

"omrrnity-bas"d; 
ot

(A) When a community-based exercise is not
accessible, conducl an annual individual
facility-based fu nclional exercise, or
(B) lf the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospice is exempl from
engaging in its next required full-scale community
baaed or facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or a facility based functional
exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency Plan.
(iii) An;fze the hoapice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.
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*[For PRFTs at $441.184(d), Hospitials at
5482.15(d), CAHs at $a85.62s(d):I
(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency plan
twice per year. The IPRTF, Hospital, CAH] must
do the following:
(i) Participate in an annual full-scale exercise that
is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based fu nctional exercise; or
(B) lf the IPRTF, Hospital, CAH] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the

[facility] is exempt from engaging in its next
required full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an [additional] annual exercise or
and that may include, but is not limited to the
following:
(A) A second full-scale exercise that is

comm u n ity-based or individual, a facility-based
functional exercise; or

(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is

led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(iii) Analyze the [facili$'s] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the

[facility's] emergency plan, as needed.

*[For PACE at $460.84(d):]
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I

i (2) Testing. The PACE organization must conduct
I exercises to test the emergency plan at least
I annually. The PACE organization must do the
following:
(i) Participate in an annual full-scale exercise that

E 039

is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or
(B) lf the PACE experiences an actualnaturalor
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from
engaging in its next required full-scale community
based or individual, facility-based functional
exercise following the onset of the emergency
event.

(ii) Conduct an additional exercise every 2
years opposite the year the full-scale or functional
exercise under paragraph (dX2)(i) of this section
is conducted that may include, but is not limited to
the following:
(A) A second full-scale exercise that is
communi$-based or individual, a facility based
functional exercise; or
(B) A mock disaster drill, or
(C) A tabletop exercise or workshop that is led by

a facilitator and includes a group discussion,
using a narrated, clin ically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as needed.

'[For LTC Facilities at 5483.73(d):l
(2) The [LTC facility] must conduct exercises to
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test the emergency plan at least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/llDI must do the following:
(i) Participate in an annual full-scale exercise that
is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based funclional exercise.
(B) lf the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based fu nctional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or an individual, facility based
functionalexercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, clin ically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.
(iii) Analyze the [LTC facility]facility's response to
and maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[LTC facility]facili$'s emergency plan, as needed.

*[For ICF/IlDs at S483.475(d)]:
(2) Testing. The ICF/llD must conduct exercises
to test the emergency plan at least twice per year.
The ICF/llD must do the following:
(i) Participate in an annual full-scale exercise that

E 039
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is communi$-based;or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.
(B) lf the ICF/IlD experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICF/IlD is exempt from
engaging in its next required full-scale
com munity-based or ind ivid ual, facility-based
functional exercise following the onset of the
emergency event.
(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) Atabletop exercise or workshop that is led by

a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(iii) Analyze the ICF/IlD's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICF/IlD's emergency plan, as needed.

*[For HHAs at 5484.102]
(d)(2) Testing. The HHA must conduct exercises
to test the emergency Plan at
least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is
community-based; or

(A)When a communi$-based exercise is not
accessible, conduct an annual individual,
facifity-based functional exercise every 2 years;
or.
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(B) lf the HHA experiences an actual natural
or man-made emergency that requires activation
of the emergency plan, the HHA is exempt from
engaging in its next required full-scale
community-based or individual, facili$ based
functional exercise following the onset of the
emergency event.
(ii) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (dX2)(i) of this section
is conducted, that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is

led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
stiatements, directed messages, or prepared
questions designed to challenge an emergency
plan.
(iii) Analyze the HHA's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's
emergency plan, as needed.

'[For OPOs at 5486.360]
(d)(2) Testing. The OPO must conduct exercises
to test the emergency plan. The OPO must do the
following:
(i) Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise is
led by a facilitator and includes a group
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared

E 039
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and

02.25.2025, between the hours of 9:00 AM

E 0391 Continued From page 15

I questions designed to challenge an emergency
plan. lf the OPO experiences an actual natural or

man-made emergency that requires activation of 
,

the emergencl plan, the OPO is exempt from

engaging in its next required testing exercise
r following the onset of the emergency event'

(ii) Analyze the OPO's response to and maintain

i6cumentation of all tabletop exercises, and

emergency events, and revise the [RNHCI's and

OPOislemergencY Plan, as needed'

(a)(2) Testing' The RNHCI must conduct
iidr6ises to-test the emergency plan' The RNHCI

i must do the following:
r (i) Conduct a paper-based, tabletop exercise at l

East annually. A tabletop exercise is a group

discussion teO Oy a facilitator, using a nanated'
r clinically+elevani emergency scenario, and a set
I of problem statements, directed messages' or

pr6pared questions designed to challenge an

emeroencv plan.

fi;ft'r"il;J [,1 iNrc,'. response to and

m'aintain documentation of all tabletop exercises'
I and emergency events, and revise the RNHCI's

r etTlBl'o€Ilcv plan, as needed'
rnis FEOUiREMENT is not met as evidenced

by:
I Eased on observation' record review, and I

interview, the long term care facility failed to

participate in a full-scale exercise and a trable top

exercise of the Emergency-Preparedness Plan in 
,

' accordance with 42 CFR 483 73

I Finding:

E 0391

1 2:00 this surveyor accompan ied withPM,
the General Managerobserved the following:
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Continued From page 16

'1. Must conduct exercises to test the emergency
plan at least twice per year, including
unannounced staff drills using the emergency
procedures. The facili$ was unable to provide
any documentiation of conducted exercises within
the last year.

The surveyor confirmed this finding with the
General Manager at the time of the observation.

K OOO INITIAL COMMENTS

Federal Recertification SurveY:
Survey Dale'. 02.25.2025

Ledgewood Manor, was surveyed to the National
Fire Protection Association 101 Life Safety Code
2012 Edition as reference on 42 CFR 483.90
(ad) physical environment and is not in
substiantial compliance.
Emergency Lighting
CFR(s): NFPA 101

Emergency Lighting
Emergency lighting of at least 1-112-hour duration
is provided automatically in accordance with 7.9.
18.2.9.1, 19.2.9.1
This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, the

long-term care facility failed to maintain
emergency lighting per NFPA 101, Life Safety
Code, 2012 Edition, Sections 19.2.9.1

Finding

On 02.25.2025, between 9:00 AM and 12:00 PM,
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a surveyor, with the Maintenance oirector and the
General Manager present, observed lhe
following:

1. During inspection and observation no
emergencl light was found in the generator room
located in the garage.

K291

K 321Kg21
SS=D

The surveyor confirmed the finding with the
Maintenance Director and the General Manager
at the time of the observation.
Hazardous Areas - Enclosure
CFR(S): NFPA 101

Hezardous Areas - Enclosure
Hazardous areas are protected by a fire banier
having 1-hour fire resistance rating (with 3/4 hour
fire rated doors) or an automatic lire extinguishing
system in accordance with 8.7.1 or 19,3.5.9.
When the approved automatic fire extinguishing
system option is used, the areas shall be
separated from other spaces by smoke resisting
partitions and doors in accordance with 8.4.
Doors shall be selfrlosing or automatic-closing
and permitted to have nonrated or field-applied
protective plates that do not exceed 48 inches
from the bottom of the door.
Oescribe the floor and zone locations of
hazardous areas that are deficient in REMARKS.
19,3.2.1, 19,3.5.9

Area Automatic Sprinkler
Separation N/A

a. Boiler and FueFFired Heater Rooms
b. Laundries (larger than 100 square feet)
c. Repair, Maintenance, and Paint Shops
d. Soiled Linen Rooms (exceeding 64 gallons)
e. Trash Collec{ion Rooms
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Continued From page'18
(exceeding 64 gallons)
f. Combustible Storage Rooms/Spaces
(over 50 square feet)
g. Laboratories (if classified as Severe
Hazard - see K322)
This REQUIREMENT is not met as evidenced
by:
The facility failed to protect hazardous areafire
barrier walls and ceiling, having 1-hour fire
resistance rating in accordance with NFPA 101
Section 19.3.2.1and Section 8.4

KU2

K321 32'.1K

Finding

Based on interview and observation on
02.25.2025 between hours of 9:00 AM and 12:00
PM. this surveyor accompanied with Director of
Maintenance and the General Manager did
observe the following:

1. The arm of the self-closing device on the
laundry room door was removed therefore the
door does not self close and positively latch.

These observations were observed by this
surveyor, Director of Maintenance and the
GeneralManager.

K 342 FireAlarm System - lnitiation
SS=D CFR(s): NFPA101

Fire Alarm System - lnitiation
lnitiation of the fire alarm system is by manual
means and by any required sprinkler system
alarm, detection device, or detection system.
Manualalarm boxes are provided in the path of
egress near each required exit. Manual alarm
boxes in patient sleeping areas shall not be
required at exits if manual alarm boxes are
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I

Continued From page 19

located at all nurse's strations or other
continuously attended staff location, Provided
alarm boxes are visible, continuously accessible,
and 200' travel distance is not exceeded.
18.3.4.2.1, 18.3.4.2.2, 19.3.4.2.1, 19.3.4.2.2,
9.6.2.5
This REQUIREMENT is not met as evidenced
by:
Based on observation and intervie\ r, the

long-term care facility failed to maintain the
proper height for 1 of the 7 the fire alarm manual
initiation devices in the facility per NFPA 101, Life
Safety Code, 20'10 edition, sections 19.3.4.2.1,
19.3.4.2.2,9.6. 1.3 and NFPA 72, National Fire
Alarm and Signal Code, 2010 edition, Section
'17.'14.4.

K 342

K 345

Finding:

Based on observation and interview on
02.25.2025, between 9:00 AM and 12:00 PM, a
surveyor, with the General Manager and the
Maintenance Director present observed the
following:

1. The operable part of each manual fire alarm
box shall be not less than 42 inches and not more
than 48 inches above floor level. The fire alarm
pull station in the sprinkler riser area measured
58.5 inches above the finished floor to the
operable part of the device.

The surveyor confirmed this finding with the
General Manager and the Maintenance Director
at the time of the observation on 02.25.2025,
between 9:00 AM and 12:00 PM.

K 345 Fire Alarm System - Testing and Maintenance
ss=F CFR(S): NFPA 101
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Fire Alarm System - Testing afld Maintenance
A fire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.
9.6.1.3,9.6.1.5, NFPA 70, NFPA72
This REQUIREMENT is not met as evidenced
by:
Based on observation and record revieu/, the

long-term care facility failed to ensure that the fire
alarm was maintained in accordance with NFPA
101, Life Safety Code, 2012 Edition, Sections
9.6.1.3, 9.6. 1.5, NFPA70, NFPA72

Based on interview and observation and record
review on 02.25.2025 between hours of 9:00 AM
and 12:00 PM. this surveyor accomPanied with
the Maintenance Oirector and General Manager
did obseNe the following:

1. The facility had no documentation of the fire
alarm system ever being sensitvity tested in th€
past 5 years.

2. The facility was unable to provide
documentiation for the last annual alarm system
lest.

The surveyor confirmed this finding the
Maintenance Director and General Manager at
the time of the observation.

K 353 Sprinkler System - Maintenance and Testing
ss=D I cFR(s): NFPA 101

K 345

K 353

FORM CMS-2567(02'99) Plcaous VeGbn! Obrolete Evenl lD:WHSJ21 Facility lD: 05r,1 lf continuation sheet Page 21 of28

(X3) OATE SURVEY
COMPLETEO

(xl ) PROVTO€R/SUPPLIER/CL|A
IDENTIFICATION NUMBERI

B, V'/ING 

--



DEPARTMENT OF HEALTH AND HUMAN SERVICES
F E & MEDICAID SERVICES

RECEIVED PRINTED: O2n7D025
FORM APPROVED

oMB NO. 093lttl I

o2t25t2025

(x3) oATE SURVEY
COMPLETED

(x2) HULTTPTE CONSTRUCTTOT{

A BU|LDIXG OI FI\/'

B WING

STATEMENT OF OEFICIENCIES
AND PLAN OF CORRECTION

(xr) PRovtDER/suPPL|ER/CL|A
IDENTIFICATION NUMBER:

205137
STREETADORESS, CITY, STATE, ZIP COOE

200 RoUTE ll5
WNDHAM, ME 04062

(xl) rD
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIET{CIES
(EACH DEFICIENCY MUST BE PRECEDEO BY FULL

REGULATORY OR LSC rDEl{TIFYING lNFORii,!ATION)

ID
PREFIX

TAG

PROVIOER'S PTAN OF CORRECTION
(EACH CORRECTTVE ACTTON SHOULO aE

CROSS.REFERENCEO TO THE APPROPRIATE
OEFICIENCY)

(x5)
COMPLE]ION

DATE

K 353

I

Continued From page 2'l

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the lnspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system last checked

b) Who provided system test

c) Water system supply source

Provide in REMARKS information on coverage for
any non-required or partial automatic sprinkler
system.
9.7.5,9.7.7,9.7.8, and NFPA 25
This REOUIREMENT is not met as evidenced
by:
Based on observalions and interview, the facility

failed to ensure that Sprinkler System was
inspected, tested, and maintained in accordance
with NFPA 13, , 2010 edition, Chapter 6, section
6.2.7.2. This deficient practice could affect the
entire facility, patients/residents, visitors, and
members of facility staff in this location(S).

rFindings:

Based on interview and observation on
02.25.2025 between hours of 9:00 AM and 12:00
PM. this surveyor accompanied with Director of
Maintenance and the General Manager did
observe the following:

1. Observed gaps between the escutcheons and
the ceiling in room 117 allowing the passage of

I K 3s3

I
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Continued From page22
heat and smoke.

2. Observed gaps between the escutcheons and
the ceiling in multiple areas in the kitchen allowing
the passage of heat and smoke.

These findings were verified by the Director of
Maintenance and the General Manager at the
time of observations and document review.
ElectricalSystems - Maintenance and Testing
CFR(s): NFPA 101

Electrical Systems - Maintenance and Testing
Hospitalgrade receptacles at patient bed
locations and where deep sedation or general
anesthesia is administered, are tested after initial
installation, replacement or servicing. Additional
testing is performed at intervals defined by
documented performance data. Receptacles not
listed as hospital4rade at these locations are
tested at intervals not exceeding 12 months. Line
isolation monitors (LlM), if installed, are tested at
intervals of less than or equal to 1 month by
actuating the LIM test switch per 6.3.2.6.3.6,
which activates both visualand audible alarm. For
LIM circuits with automated self-testing, this
manual test is performed at intervals less than or
equalto 12 months. LIM circuits are tested per
6.3.3.3.2 after any repair or renovation to the
electric distribution system. Records are
maintained of required tests and associated
repairs or modifications, containing date, room or
area tested, and results.
6.3.4 (NFPA 9e)
This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the

long-term care facility failed to test non-hospital

K 353

K 914
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This finding was verified by the General Manager
and the Maintenance Director at the time of
interview and document review on 02.25.2025
from 09:00 AM to '12:00 PM.

ElectricalSystems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing
The generator or other altemate po\ rer souroe
and associated equipment is capable of supplying
service within 10 seconds. lf the 1O-second
criterion is not met during the monthly test, a
prooess shall be provided to annually confirm this

K 914K 914 Continued From page 23

I graOe receptacles at patient bed locations at
intervals not exceeding 12 months in all three
resident care wings in accordance with NFPA 99,

i Health Care Facilities Code, 2012 edition, Section
6.3.3.2,

Finding

Documentation review and interview during a
facility tour with the facilities director and the
General Manager and Maintenance Director
present on 02.25.2025 from 09:00 AM to 12:00
PM identified:

1. There is no annual testing of the non-hospital
grade receptacles on file that could be reviewed.
The interview with the Maintenance Director and
Administrator revealed that the annual receptacle
testing for physical integrity, continui$, polarity
and retention force is not being done. This
deficient practice could pose an electrical hazard
to all residents, visitors, and members of facility
staff in these locations.

i

K 918
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capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance
with NFPA110.
Generator sets are inspected weekly, exercised
under load 30 minutes 12 times ayear in 2040
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual

I transfer of all EES loads, and are conducted by

I competent personnel. Maintenance and testing of
I stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing
the possibility of damage of the emergency power

K 918

source is a design consideration for new
installations.
6.4.4,6.5.4,6.6.4 (NFPA99), NFPA 110, NFPA
111,700.10 (NFPA70)
This REQUIREMENT is not met as evidenced
by:
Based on observation, and interview, and

generator inspection documentation review
during the facility tour, the long-term care facili$
failed to maintain the Essential Electric System
Generator per NFPA 110, Standard for

, Emergency and Standby Power Systems, 2010
edition, sections 8.3.7., 8.3.8, and 8.4.1, and
NFPA99, Healthcare Facilities Code, 2012
edition, section 6.4.4. 1 . 1 . 3.This defi cient practice

I could affect the patients/residents, visitors, and
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I memOers of facility staff in this location
I

Findings:

9K 8I

Review of documentation and interview with the
Maintenance Director and the General Manager
present on 02.25.2025 between 9:00 AM and
12:00 PM identified the following deficiencies:

1) Emergency Power Supply Systems, including
all appurtenant components, shall be inspected
weekly. The weekly generator inspection reports
did not show any generator testing since
0'U23t2025.

2) No voltage conductance test for sealed
batteries or an electrolyte specific gravity reading
for unsealed automotive batteries are annotiated
on the documentiation of the weekly or monthly
inspections.

3) No documentation showing an annualfuel
quality test was provided on the generator testing
and maintenance documentation.
A fuel quality test shall be performed at least
annually using appropriate ASTM standards or
the manufacturer's recommendations.

These findings were verifted by the Maintenance
Director and the General Manager at the time of
observation on 02.25.2025 between 9:00 AM and
12:00 PM.
Gas Equipment - Cylinder and Container Storag

SS=D CFR(s): NFPA 101
K 923

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and
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ventilated in accordance with 5.1.3.3.2 and
5.1.3.3.3.
>300 but <3,000 cubic feet
Storage locations are outdooE in an enclosure or
within an enclosed interior space of non- or
limited- combustible construction, with door (or
gales ouldoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimum
1l2ht. fite protec{ion rating.
Less than or equal to 300 cubic feet
ln a single smoke compartment, individual
cylinders available for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
stored in an enclosure. Cylinders must b€
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIOIZING GAS(ES)
STORED WITHIN NO SMOKING."
Storage is planned so cylinders are used in order
of which they are received from the supplaer.
Empty cylinders are segregated from full
cylinders. When facility employs cylinders with
integral pressure gauge, a threshold pressure
considered empty is eslablished. Empty cylinders
are marked to avoid confusion. Cylinders stored
in the open are protected ftom weather.
11.3.1, '11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA99)
This REQUIREMENT is not met as evidenced
by:
Based on observation, the health care facility

failed to ensure that Orygen storage
requirements for storage greater than 300 cubic
feet are achieved in accordance with NFPA 99,

923K
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Health Care Facilities Code, 2012 edition,
Sections 11.3.2.3, 11.3.4.2

Finding:

On 02.25.2025, between 09:00 AM and 12:00
PM, a surveyor, with the General Manager and
Maintenance Director, observed the following:

1. The orygen cylinder storage room contained
13 E tanks equating approximatety 312 cubic feet
was not marked with a sign readable from 5 ft
stating "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING"

2. The orygen cylinders were not separated from
combustibles such as wooden shelving and
cardboard boxes with a distance of at least 5 feet.
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General Manager and the Maintenance Director
at the time of the observation on 02.25.2025,
between 09:00 AM and 1:00 PM.
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E025 (SS=F) Arrangement with Other Facitities

a. What corrective action wilt be accomplished?
Ledgewood has made mutual arrangements with two other facilities - Gorham
House (Senior Lifestyte) in Gorham and Odd Feltows Home in Lewiston - located
south and north of Ledgewood and within a reasonabte distance to cooperate in
relocating residents to each other's facitity in the event of an emergency that might
require evacuating and/or temporarity re[ocating residents.

ln addition, a sheet entitted "EMERGENcY PARTNERSHIPS Quick Reference" has
been ptaced in each of our Emergency P[an binders that summarizes each of the
MOUs or arrangements we have with various facitities and vendors to make it easier
to know who to contact in case of emergency food, water, transportation,
evacuation, etc. become necessary.

b. How wilt other residents potentiatty affected be identified and what corrective
action wiU be taken?
Any resident who may need to be evacuated/retocated in an emergency could
potentiatty be affected.

c. How wilt the facitity monitor performance for sotution sustainability?
Ledgewood witt maintain/renew an arrangement with at least one facitity annuatty
at the time the Emergency Plans are also annua[[y reviewed.

d. When witt corrective action be completed?
As of Wednesday, March 6, 2025, two facitities have agreed by email to have an
arrangement with Ledgewood. A written, non-binding agreement or MoU has been
mutuatly signed by one other facitity (Gorham House), and the other (Odd Fettows)
is to be received by or before Friday, March 14,2025.

See attached:
- MOU - Gorham House
- MOU - Odd Fettows

ated and Resubmitted Emait: March 17



E037 (SS=F) EP Training Program

a. What corrective action witl be accomplished?
At the time of the survey, two of our staff members were chosen at random to
determine who had had emergency training. One was a new hire and one was our
Dietary Director.

It's important to note that att our new hires receive an orientation packet
("Ledgewood Manor GeneraI Orientation") they are expected to comptete and be
fami[iar with. That packet includes two sections apt to emergency procedures:

Page 23 - Emergency Fire Procedures
Page 24 - Fire Safety lnformation
Page 25 - Disaster Preparedness Test

We've had new hires comptete this for 8+ years.

ln addition, we expect atl staff to participate in a month[y annuaI in-service
conducted on the fourth Wednesday of each month, ideatty, on the date closest to
their date of hire anniversary date. This inservice inctudes a section on "Emergency
Preparedness" (see attached "Annual ln Service" page) during which the contents
of the Emergency Ptans (EP) binder is reviewed and discussed. The training atso
includes a walkthrough of the entire buitding, pointing out locations of
extinguishers, identifyingthe boiter room, generator and the riser locations, and
taking any questions atongthe way with regard to how we handte emergencies.

The second person selected randomty, the Dietary Director, has participated in this
annual in-service in the past, but she also hetps to teach on that day for the dietary
review part, so she hasn't been at a futt inservice for at least a year. So it certainty
was time for her to review EP training. On March 5, 2025, she participated in the
Tabtetop Exercise conducted with the other directors. That comprehensive EP

exercise inctuded an overview of the EP binder and specific more extensive mock
training/discussion of how to handle an emergency.

ln addition, to ensure that att staff are familiar with emergency procedures training
consistent with their expected rotes at Ledgewood, the three pages of the
orientation training (above)witt be consotidated and an "Emergency Preparedness
Test" given to every staff member during the week of Monday, March 10, 2205. This
witt be a very good update and refresher for everyone. They witt be expected to
complete these worksheets as a review in order to ensure that all staff receive a
refresher and annuat training in EP procedures. The "Test" invotves knowtedge of
the buitding and the EP binder.

EMERGENCY PARTNERSHIPS Quick Reference
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b. How wilt other residents potentialty affected be identified and what corrective

action witl be taken?
Att residents are potentiatty affected if staff is unfamitiarwith emergency
procedures. Training of atl staff witt be compteted annuatly and documented.

c. How witt the facitity monitor performance for solution sustainability?
Documentation of training witt be maintained.

AnnuaI lnservice training of Emergency Procedures wi[[ continue to be conducted
monthty, and to ensure that everyone receives annualtraining, the worksheets that
witt be handed out during the week of Monday, March 10, 2025 with the expectation
that they witt be handed back compteted by or before Friday, March 21,2025.
These worksheets witt be updated and comp[eted annually during the month of
March to ensure everyone gains at least a basic famitiarity of the buitding and EP

procedures. New hires wi[[ continue to comptete the form upon hire. Volunteers,
through our Activities Director, wi[[ be expected to review these worksheets as wet[.
They witt atso be shared with at[ nursing agencies we cooperate with. They witt be
expected to disseminate this information to their staff prior to workingwith us. We
want to be sure everybody who works at Ledgewood receives EP training.

See attached:
- "Ledgewood Manor Generat Orientation" contents and specific pages
- "AnnuaI ln Service" contents
- "Emergency Preparedness Test (2025-03-10)"

E039 (SS=F) EP Testing Requirements

a What corrective action will be accomplished?

A mock Tabtetop Exercise was conducted with the teadership of Ledgewood on
Wednesday, March 5, 2025 to simutate a disaster scenario and
evacuation/re[ocation of residents. An after action report was completed.

A second exercise is in the process of being scheduted to inctude the Windham
Potice and Fire Departments. We're working with Windham's Fire Chief , Brent

d. When witt corrective action be completed?
At the time of survey, one person who had been chosen randomty had atready
received updated training as a new hire, and the other person has received updated
emergency procedures training as of Wednesday, March 5, 2025. They witt both
receive and be expected to comptete the "Test" that witt be handed out in the
coming weeks.
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BV
Libby, to arrange an "Active Shooter" dritt that might atso inctude other aspects of
our Emergency Ptan.

b. How wilt other residents potentialty affected be identified and what corrective
action will be taken?
Being prepared for emergencies affects a[[ residents and staff. We wi[[ continue
training.

c. How will the facility monitor performance for sotution sustainability?
We wilt test the emergency ptan at least twice per year and maintain
documentation.

d. When witt corrective action be compteted?
One exercise has been completed -Wednesday, March 5,2025. A secon4
community-based exercise is in ln fhe process of being arranged, and we expect to
comptete it by or before wednesday, April So, 2025.

See attached:
- Tabtetop Exercise and AfterAction Report

K291 (SS=D) Emergency Lighting

a. What corrective action witt be accomptished?
A new emergency tight was purchased and instatted in the generator room by Bob
Patowski, an electricaI engineer, and owner of Retiabte Communications to meet
N FPA Safety Code

b. How wilt other residents potentialty affected be identified and what corrective
action will be taken?
Not appticabte.

c. How witt the facility monitor performance for solution sustainabitity?
Not appticabte.

d. When witt corrective action be compteted?
The action was compteted and tested Tuesday, March 4,2025.

See attached:
- Photo of newty instatted emergency tight in generator room

2025-03-17:. We expect this second exercise, with the cooperation
d or beforeto beWindham Fire and Potice De

rit 11,



K321 (SS=D) Hazardous Areas - Enctosure

RECEIVED

MAR 17 2025

BY:--_
a. What corrective action witt be accomptished?

The arm ofthe setf-ctosing device on the laundry room door had been in the process
of being repaired by the maintenance supervisor. Our maintenance director wi[[
comptete the repair and make it functionat.

b. How witt other residents potentiatly affected be identified and what corrective
action wil[ be taken?
Not appticabte.

c. How witt the facility monitor performance for solution sustainabitity?
Not appticabte. The door wit[ continue to be used and repaired as necessary.

d. When wil[ corrective action be compteted?
Repair and testing of the self-closing device on the door of the laundry room witt be

compteted by or before Tuesday, March 12,2025.

K3a2 (SS=D) Fire Atarm System - tnitiation

b. How wilt other residents potentiatty affected be identified and what corrective
action wilt be taken?
Not appticabte.

c. How will the lacility monitor performance for sotution sustainability?
Not appticabte.

d. When will corrective action be compteted?
The fire alarm pull station was moved, rewired and tested Tuesday, March 4, 2025.

See attached:
- Photos putt-station move to proper height

a. What corrective action will be accomptished?
The fire atarm putt station in the sprinkter riser area that has been there for 45 years

was moved down by Bob Patowski, an etectrical engineer, and owner of Retiable
Communications to meet NFPA Safety Code.

PDATE 2025-03-17: Bob Patowski did testthefire atarm putlstationthat
and rewired. Please, see his revised invoice. A facility-wide fire dritl

conducted Wednesday, March 12,2025 al7x12pm ularth is
to activate the lire alarm, and it worked



K345 (SS=F) Fire Alarm System - Testing and Maintenance

RECEIVED

l,lAR li 2025

BY

a. What corrective action witt be accomptished?
The f ire atarm company that normatty inspects our system, Maine Fire & Security
(Encore Fire Protection), was phoned on the day ofthe inspection to provide the
inspection report. Later, the representative returned the phone ca[[ and stated that
the inspection was scheduted for November 2024, but that, due to staff changes,
etc. it hadn't been compteted. An immediate inspection was scheduted and
compteted the fottowing day, Thursday, February 27,2025 at 8 a.m.

The report was compteted and submitted to Ledgewood by emaiI on lnarch 4,2025.

b. How will other residents potentialty affected be identified and what corrective
action will be taken?
Corrective action has been taken and inspections wit[ continue annuatty.

How witt the facitity monitor performance for sotution sustainabitity?
The fire atarm inspection must be completed annualty and documented.

d. When will corrective action be compteted?
Corrective action was compteted Thursday, February 27,2025.

See attached:
- Fire atarm report by Maine Fire & Security

K353 (SS=D) Sprinkler System - Maintenance and Testing

c. How witt the facility monitor performance for sotution sustainabitity?
An annuaI inspection of att the escutcheons in the buitding witt be conducted by the
maintenance director and/or the administrator at the same time as the receptacte
inspections are completed.

c

d. When witl corrective action be completed?

a. What corrective action will be accomplished?
The gaps between the escutcheons and the ceiting in Room 117 and muttipte areas
in the kitchen witt be f itted. ln room 1 17, the escutcheon was loose. lt has been
tightened and put back in ptace.

b. How witt other residents potentially affected be identified and what corrective
action witt be taken?
Not appticabte.
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Room 1 17's sprinkler escutcheon was repaired and put back in place Friday, March
7, 2025. The kitchen escutcheons will be repaired and pub back into place by or
before Tuesday, March 11, 2025.

K914 (SS=F) Electricat Systems - Maintenance and Testing

a. What corrective action wi[[ be accomplished?
An annuat inspection checklist was created for at[ receptacles in the corridors and

resident rooms of Wings 1 and 2, the core area, and the dining room on March 3,

2025. These receptactes are in at[ areas of the buitding accessible by residents.

Receptacte inspections inctude testing for physicat integrity, continuity, potarity,

and retention force.

c. How wilt the facitity monitor performance for solution sustainabitity?
The checktist witt be compteted at least annuatly.

Housekeeping and nursing staff also monitor the physicat condition and use of
receptactes as they work through resident rooms and other areas of the buitding,
notifying the maintenance department of probtems.

d. When witt corrective action be compteted?
lnspections of att receptactes in areas accessible by residents began Monday,
March 3, 2025, and receptacles in need of repair have been fixed or replaced to be

in safe use by residents and staff. This was compteted Friday, March 6,2025.

See attached:
- "Annual Receptacte Testing" form, page 1 of many

b. How witl other residents potentiatty affected be identified and what corrective
action witt be taken?
AU receptactes in at[ areas accessib[e by residents are being inspected.

PDATE 2025-03-17: The escutcheon repair and rctptacement was reschedu
fotlow the work that's currently being compteted

ceiting. An agreement was signed Friday, March 14' 2025 betwee
and Encore Fire Protection in Lewiston to perform

nctions at Ledgewood, inctuding the fire alarm inspection, extinguishe
spections, sprinkler inspections, suppression slrstem inspections, and

retated. They witl be doing the work on the !iprinkler escutcheons i

uestion atong with inspecting a[[ other sprinklersi in the buitding

on the kitchen dishwash

a[[ lire-relate

and bri
proper function and NFPA regutat ion. We this work to

or before



RECEIVED

MAR l7 202s

K918 (SS=F) EtectricaI Systems - Essential Electric System Maintenance and Testing

a. What corrective action wilt be accomplished?
The weekty generator testing witt be completed and brought up to the current week
and continued forward on a weekly basis.

The generator testingwitt also inc[ude a monthty inspection of the vottage

conductance of the battery.

The fuet used in the generator is tiquid naturat gas (LNG). Cat Milton was phoned

and consulted Thursday, March 6 on testing the fuet. Chad Heath stated that he was
unaware of a test that couLd be compteted on this "pipetine quatity f uet". lf the Fire

Marsha['s office can recommend a means of testingthe fue[, we woutd compty.

ln addition, we went forward and scheduted an oil change and fitter change with Cat
Mitton (Scarborough) that witt be compteted Wednesday, Match 12,2025, as wetl as

a 4 hour toad test on the system as required every 36 months by NFPA 'l'10. The tech
witt assess the generaI condition of the system as wett.

b. How wilt other residents potentiatty affected be identified and what corrective
action will be taken?
Operation of the generator affects att residents shou[d normaI power fait.

c. How will the lacitity monitor performance for solution sustainability?
The documentation for weekty and month[y inspections is located onsite at the
generator and witt be compteted weekty and monthty as required.

K923 (SS=D) Gas Equipment - Cytinder and Container Storage

a. What corrective action witl be accomptished?
We do our best to foltow regutations and have a sign in our oxygen room that a

maximum of 10 cytinders may be stored in the room at any one time. At the time of

d. When witt corrective action be compteted?
Completion of thls ,s schedu ted for Wednesday, March 12, 2025. Weekly and
monthly testing and documentation are ongoing.

PDATE 2025-03-17: The weekty generator testing (inctuding
March 17and current to the ureek ofuctance) witt be

on that

the 4-hour toad test that was scheduted for lrVednesday, March 1

to be rescheduted by cat Mitton due to an emergency with a

rator and is now rescheduted for Wed March 1s



RECElvtr

BY:-= , _ -
the Fire Marshat's visit, some of our staff must have rotled in too many in order to
accommodate the space for residents in their rooms.

A sign was atso ptaced on the door stating "CAUTION: OXIDIZING GAS(ES) STORED

WITHIN NO SMOKING". The same signage is on the oxygen cabinet (see photo) that
we received and put into service.

b. How witt other residents potentiatty affected be identified and what corrective
action witl be taken?
Purchase and proper use of this new oxygen cabinet by nursing staff witt provide
additionat safeguards to al[ residents and staff.

c. How will the facility monitor performance for solution sustainabitity?
The charge nurse on duty witt monitor the oxygen room periodicalty for proper
storage. No oxygen tanks shou[d be stored in the oxygen room outside ofthe oxygen

cabinet.

d. When will corrective action be compteted?
The new oxygen cabinet was ordered February 27 ,2025.fhe oxygen cabinet was
received on Thursday, March 6, 2025 at 2:30pm. lt was put into service Friday,
March7,2025.Training and signage for how we expect oxygen tanks to be handted
and stored witt be compteted and maintained.

See attached:
- Oxygen cabinet product description
- Oxygen cabinet receipt
- Photo of "CAUTION" sign on door
- Photos of oxygen tank in ptace

On Thursday, February 27,2025, a Securatt Oxygen Cytinders Storage Cabinet was
purchased. lt's a green, modet MG309FL, Setf-Ctosing, Setf Latching Safe-T-Door
cabinet that can contain a maximum ot 12DlE oxyge n cytinders. lt witt be ptaced in
the oxygen room. Attowing onty 12 cytinders, it atso meets NFPA 99 (2018) and NFPA

101 (2018) requirements.
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