
STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(xl ) PRovrDERysuPPLtER/CLrA
IDENTIFICATION NUMBER:

205076

(x2) MULTTPLE CONSTRUCTTON

A. BUILDING 01

(X3) OATE SURVEY
COMPLETED

R

0411812025
NAME OF PROVIDER OR SUPPLIER

MARKET SQUARE HEALTH CARE CENTER, LLC

STREETADDRESS, CITY, STATE, ZIP CODE

3 MARKET SQUARE

SOUTH PARIS, ME 04281

(xs)
COMPLETION

DATE

(x4) rD
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEOED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS.REFERENCEO TO THE APPROPRIATE
DEFTCTENCY)

{E oo0}

{K 000}

{K e14}

{E 000}

{K 000}

{K e14}
SS=D

Federal Recertification Survey
Survey Date: 03.04.2025

Market Square Health Care, a long-term care
facility, is in substantial compliance with 42 Code
of Federal Regulations Part 483.73 Requirement
for Long Term Care Facilities for Emergency
Preparedness.
INITIAL COMMENTS

Federal Recertification Survey:
Revisit Date: 04.18.2025

Market Square Health Care Center, a Long Term
Care Facility, was surveyed to the National Fire
Protection Association 101 Life Safety Code2012
Edition as reference on 42 CFR 483.90 (a-d)
physical environment and is not in substantial
compliance.
Electrical Systems - Maintenance and Testing
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 (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 selftesting, this
manualtest is performed at intervals less than or
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Any deficiency statement ending with an asterisk (') denotes a deficiency which the institution may be excused from conecting 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 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. lf deficiencies are cited, an approved plan of correction is requisite to continued
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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 e9)
This REQUIREMENT is not met as evidenced
by:
Based on documentation review and interview

the facility, failed to ensure that inspect the
retention force of receptacles not listed as
hospital-grade are tested at intervals not
exceeding 12 months in accordance with NFPA
99, Healthcare Facilities Code,2012 edition,
Section 6.3.3.2.4.

Documentation review and interview during a
facility tour with the environmentalservices
director and administrator present on 03.04.2025
from 09:30 AM to 4:00 PM identified:

1. The annual testing of the receptacles did not
include the retention force of the grounding blade
of each electrical receptacle to ensure it is not
less than 4 oz. This deficient practice could pose
an electrical hazard to all residents, visitors, and
members of facility staff in this locations.

This finding was verified by the environmental
services director and administrator at the time of
interview and document review on 03.04.2025
from 09:30 AM to 4:00 PM.

Based on documentation review and interview the
facility, failed to ensure that inspect the retention
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force of receptacles not listed as hospital-grade
are tested at intervals not exceeding 12 months in
accordance with NFPA 99, Healthcare Facilities
Code, 2012 edition, Section 6.3.3.2.4.

Documentation review and interview during a
facility tour with the environmental services
director and administrator present on 04.18.2025
from 10:00 AM to 11:00 AM identified:

1. The annual testing of the receptacles did not
include the retention force of the grounding blade
of each electrical receptacle to ensure it is not
less than 4 oz. Enviromental Services Director
stated he just started testing receptacles this
morning. This deficient practice could pose an
electrical hazard to all residents, visitors, and
members of facility staff in this locations.

This finding was verified by the environmental
services director and administrator at the time of
interview and document review on 04.18.2025
from 10:00 AM to 11:00 AM.
Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing
The generator or other alternate power source
and associated equipment is capable of supplying
service within 10 seconds. lf the 1O-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capabili$ for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance

Finding
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with NFPA 110.
Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in20-40
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
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of
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
man ufactu rer req u i rements. 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
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 facility
failed to maintain the Essential Electric System
Generator per NFPA 110, Standard for
Emergency and Standby Power Systems, 2010
edition, sections 8.3.8, and 8"4.2, and NFPA 99,
Healthcare Facilities Code, 2012 edition, section
6.4.4.1.1.3.This deficient practice could affect the
patients/residents, visitors, and members of
facility staff in this location.
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Review of documentation and interview with the
Enviromental Services Director and the
Administrator present on 0310412025 between
9:30 AM and 4:00 PM identified the following
deficiencies:

1) The provided generator inspection reports did
not show that the generators were tested under
the 30% rated load or to the manufactures
recommended exhaust tempratures.

2) 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 verified by the Enviromental
Services Director and the Administrator at the
time of observation on 0310412025 between 9:30
AM and 4:00 PM.

Based on observation, and interview, and
generator inspection documentation review
during the facility tour, the long{erm care facility
failed to maintain the Essential Electric System
Generator per NFPA 110, Standard for
Emergency and Standby Power Systems, 2010
edition, sections 8.3.8, and 8.4.2, and NFPA 99,
Healthcare Facilities Code, 201 2 ed ition, section
6.4.4.1.1.3.This deficient practice could affect the
patients/residents, visitors, and members of
facility staff in this location.
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Review of documentation and interview with the
Enviromental Services Director and the
Administrator present on 04.18.2025 between
10:00 AM and 11:00 AM identified the following
deficiencies:

1) The provided generator inspection reports did
not show that the generators were tested under
the 30% rated load or to the manufactures
recommended exhaust tempratures.
Enviromental Services Director states they can't
reach the 30% the most they have been able to
reach is 7%.

This finding was verified by the Enviromental
Services Director and the Administrator at the
time of observation on 04.18.2025 between 10:00
AM and 11:00 AM.
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