PRINTED: 12/06/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES '
FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE C
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ;_ Eiuuousjz_m ONSTRUGTION (Xs)c?gnifgﬁz\gw
C
205099 B. WING 11/21/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

11 JOHN F KENNEDY LANE

RUMFORD COMMUNITY HOME
RUMFORD, ME 04276

(X410 SUMMARY STATEMENT OF DEFICIENCIES ; D ‘ PROVIDER'S PLAN OF CORRECTION ‘ (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ; TAG ‘ CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
1 1 | DEFICIENCY)
| |
K 000 | INITIAL COMMENTS ‘ K 000

| Federal Complaint Survey ; i 1
Date of Survey 11/21/2024 | f
| Rumford Community Home, a long-term care 1 |
facility, was surveyed pursuant to the National | ‘
 Fire Protection Association, 101 Life Safety Code, ; \
' 2012 Edition as referenced in Part 483. 90(a-d) - | | ‘
i Physical Environment is not in substantial ‘
compliance due to a complaint regarding a fire in | ‘
- Patient room 12 in the South Wing. 3
K 711 | Evacuation and Relocation Plan : K711
$S=F CFR(s): NFPA 101 | |

Evacuation and Relocation Plan ‘ |
There is a written plan for the protection of all | |
patients and for their evacuation in the event of
an emergency. |
- Employees are periodically instructed and kept
L informed with their duties under the plan, and a
copy of the plan is readily available with telephone | |
operator or with security. The plan addresses the
basic response required of staff per 18/19.7.2.1.2
- and provides for all of the fire safety plan |
' components per 18/19.2.2.
18.7.1.1 through 18.7.1.3, 18.7.2.1.2, 18.7.2.2,
18.7.2.3, 19.7.1.1 through 19.7.1.3, 19.7.2.1.2,
19.7.2.2,19.7.2.3
This REQUIREMENT is not met as evidenced
by:
Based on documentation review and interview,
the long-term care facility failed to act in
- accordance with the facility fire plan, in
. accordance with NFPA 101, Life Safety Code,
2012 Edition, Section 19.7.2.1.2(2).

| Finding:

On November 21, 2024, between 09:30 AM and
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' 11:20 PM, a surveyor, with the Director of

i Ancillary Services, Assistant Director of Ancillary |
" Services and the Administrator present, observed
| the following: | w

- 1. When a fire occurred, no staff member initiated !
' the fire alarm system in accordance with the fire

| plan. The fire plan references RACE, and A i
' stands for Activate the fire alarm system.

' The surveyor confirmed this finding with the !
| Director of Ancillary Services, and the Assistant
| Director of Ancillary Services at the time of the | ‘

observation. :
K 914 ' Electrical Systems - Maintenance and Testing % K914

8S=F CFR(s): NFPA 101

Electrical Systems - Maintenance and Testing
Hospital-grade 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 hospital-grade at these locations are
tested at intervals not exceeding 12 months. Line
isolation monitors (LIM), 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, 1
which activates both visual and audible alarm. For*
. LIM circuits with automated self-testing, this ‘
manual test is performed at intervals less than or |
equal to 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. i !
| H
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| 6.3.4 (NFPA 99)

- This REQUIREMENT is not met as evidenced
| by:

| Based on observation and interview, the
 long-term care facility failed to maintain testing
i and maintenance of the electrical system in

| patient rooms NFPA 99, Healthcare Facilities

' Code, 2012 Edition, Sections 6.3.3, 6.3.4

i Finding:

: On November 21, 2024, between 09:30 AM and |

- 11:20 PM, surveyors, with the Director of Ancillary |

- Services, Assistant Director of Ancillary Services

| and the Administrator present, observed the 1
following: ‘

1. Patient bedroom quadruple outlets are not

| hospital grade and have not been properly tested |
at annual intervals. During interview with acting

| Maintenance Director, no records have been

" maintained for the testing of the patient room

- duplex receptacles in the South Wing.

The surveyor confirmed this finding with the
Director of Ancillary Services, and the Assistant
, Director of Anciilary Services at the time of the
. observation.
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