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E 000 | Initial Comments . E 000 |

' Federal Recertification Survey
Survey Date: 01.13.2025

\

 Kennebunk Center for Health & Rehab, a

| long-term care facility, is not in substantial

. compliance with 42 Code of Federal Regulations |

| Part 483.73 Requirement for Long Term Care

; Facilities for Emergency Preparedness. | | |
E 037 | EP Training Program . E037, |
SS=F - CFR(s): 483.73(d)(1) | ! |

1 §403.748(d)(1), §416.54(d)(1), §418.113(d)(1),
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1), |
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1), | |

1§485.68(d)(1), §485.542(d)(1), §485.625(d)(1), |

| §485.727(d)(1), §485.920(d)(1), §486.360(d)(1),

- §491.12(d)(1).

i *[For RNCHIs at §403.748, ASCs at §416.54, i

Hospitals at §482.15, ICF/IIDs at §483.475, HHAs '

at §484.102, REHs at §485.542, "Organizations"

| under §485.727, OPOs at §486.360,

- RHC/FQHCs at §491.12(] i

i (1) Training program. The [facility] must do all of

i the following: ;

(i) Initial training in emergency preparedness ‘

policies and procedures to all new and existing | 3 ‘

staff, individuals providing services under

i arrangement, and volunteers, consistent with their | !
expected roles. ‘

(i) Provide emergency preparedness training at | w
least every 2 years. ‘

| (iii) Maintain documentation of ail emergency

' preparedness training.

| (iv) Demonstrate staff knowledge of emergency
procedures.

! (v) If the emergency preparedness policies and

i
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procedures are significantly updated, the [facility]
must conduct training on the updated policies and
procedures.

*[For Hospices at §418.113(d):] (1) Training. The

hospice must do all of the following:

(i) Initial training in emergency preparedness

policies and procedures to all new and existing

hospice employees, and individuals providing

services under arrangement, consistent with their

expected roles.

(i) Demonstrate staff 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 out the
procedures necessary to protect patients and

- others.

(v) Maintain documentation of all emergency

preparedness training.

| (vi) If the emergency preparedness policies and

procedures are significantly updated, the hospice

must conduct training on the updated policies and

procedures.

- *[For PRTFs at §441.184(d):] (1) Training

. program. The PRTF must do all of the following:
(i) 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.

| (ii) After initial training, provide emergency

| preparedness training every 2 years.
(iii) Demonstrate staff knowledge of emergency
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procedures.

(iv) Maintain documentation of all emergency
preparedness training.

(v) If the emergency preparedness policies and
procedures are significantly updated, the PRTF
must conduct training on the updated policies and
procedures.

*[For PACE at §460.84(d):] (1) The PACE
organization must do ali of the following:
(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, contractors, participants, and
volunteers, consistent with their expected roles.
(ii) Provide emergency preparedness training at
least every 2 years.
(i) Demonstrate staff 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 documentation of all training.

(v) If the emergency preparedness policies and
. procedures are significantly updated, the PACE
' must conduct training on the updated policies and
 procedures.
\

- *[For LTC Facilities at §483.73(d):] (1) Training

' Program. The LTC facility must do all of the

- following:

+ (i) 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 role.
(i) Provide emergency preparedness training at
least annually.
(iii) Maintain documentation of all emergency

E 037
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| preparedness training.
| (iv) Demonstrate staff knowledge of emergency

11 procedures.

| *[For CORFs at §485.68(d):](1) Training. The
I CORF must do all of the following:
(i) 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.
(i) Provide emergency preparedness training at
| least every 2 years.
‘ (iii) Maintain documentation of the training. i
- {iv) Demonstrate staff knowledge of emergency
| procedures. All new personnel must be oriented
' and assigned specific responsibilities regarding
. the CORF's emergency plan within 2 weeks of
' their first workday. The training program must
“include instruction in the location and use of
 alarm systems and signals and firefighting
' equipment. |
| (v) If the emergency preparedness policies and
. procedures are significantly updated, the CORF
must conduct training on the updated policies and | |
procedures

. *[For CAHs at §485.625(d):] (1) Training program
‘ The CAH must do all of the following:
(|) Initial training in emergency preparedness |
polrcres 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
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roles.

(i) Provide emergency preparedness training at
least every 2 years.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

(v) If the emergency preparedness policies and
procedures are significantly updated, the CAH
must conduct training on the updated policies and
procedures.

*[For CMHCs at §485.920(d):] (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 staff knowledge of emergency ‘
procedures. Thereafter, the CMHC must provide
emergency preparedness training at least every 2 |
years.

This REQUIREMENT is not met as evidenced
by:

. Based on observation, interview 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
01.13.2025, between the hours of 9:30 AM and
12:15 PM, this surveyor, accompanied with the
Maintenance Director observed the following:

1. No documentation of initial training in }
emergency preparedness policies and |
procedures to all individuals providing services ‘ !
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K211
S$s=D

©18/19.2.2 through 18/19.2.11.

' The surveyor confirmed this finding with the

E 037 Continued From page 5

under arrangement consistent with their expected
roles. The Maintenance Director stated the
agency provided training for staff but not site
specific.

 Maintenance Director at the time of the
observation.
INITIAL COMMENTS

- Federal Recertification Survey: !
Survey Date: 01.13.2025

- Kennebunk Center for Health & Rehabilation, a ‘
. Long Term Care Facility, was surveyed to the |

National Fire Protection Association 101 Life
Safety Code 2012 Edition as reference on 42
CFR 483.90 (a-d) physical environment and is not
in substantial compliance. ;
Means of Egress - General
CFR(s): NFPA 101

Means of Egress - General

Aisles, passageways, corridors, exit discharges,
exit locations, and accesses are in accordance

i with Chapter 7, and the means of egress is
continuously maintained free of all obstructions to
full use in case of emergency, unless modified by

+18.2.1,19.2.1,7.1.10.1

. This REQUIREMENT is not met as evidenced

' by:
Based on observations, the long-term care
facility failed to maintain all exterior exit discharge

- paths to the public way clear of obstructions and

| an adequate walking surface in 1 of the 4 smoke
compartments per NFPA 101, Life Safety Code,
2012 Edition, Sections 7.1.6 and 7.1.10.1

E 037

K211
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i

T i

K 211| Continued From page 6 K211,
‘ Findings: |

Based on interview and documentation review on |
01.13.2025, between the hours of 9:30 AM and
12:15 PM, this surveyor, accompanied with the | i
Maintenance Director observed the following: | | |

1. The Windy Lounge exterior exit discharge
paths did not terminate at the public way. The
path from the wooden platform to the public way
is grass. ; | |
2. The Windy Lounge exterior exit discharge | 1 |
was not shoveled. 1 ‘

| 3. Eagle Wing patient room 30 has non fire

' rated plastic shower curtain in egress door.
Nursing staff states regulators told them to install
it as the patient has COVID and anxiety and
refuses to have her door closed. |

|

| The surveyor confirmed these findings with the

. Maintenance Director at the time of the \

| observation. |
K 919 | Electrical Equipment - Other K 9191
SS=D CFR(s): NFPA 101 | f

Electrical Equipment - Other
List in the REMARKS section any NFPA 99
Chapter 10, Electrical Equipment, requirements
' that are not addressed by the provided K-Tags,
but are deficient. This information, along with the |
applicable Life Safety Code or NFPA standard 1
citation, should be included on Form CMS-2567. ‘ !
Chapter 10 (NFPA 99) ‘ f 1
This REQUIREMENT is not met as evidenced | ‘
by: ‘
' Based on observation and interview, the long
term care facility failed to comply with NFPA 99,
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Continued From page 7

Healthcare Facilities Code, 2012 sections
10.5.2.7, 10.5.3.1, & NFPA 101, Life Safety
Code, 2012 Edition in 1 of 4 smoke
compartments.

Finding:

Based on interview and documentation review on |
01.13.2025, between the hours of 9:30 AM and
12:15 PM, this surveyor, accompanied with the
Maintenance Director observed the following:

\
1. Wheelchair being charged in the Windy }

. Lounge, the facility couid not provide an

manufactures instructions to provide if charging
of the battery is a safety issue. The risk is the
release of combustible and/or toxic gases.
Batteries should also be charged with the
guidelines set forth by the manufacturer's
recommendations.

The surveyor confirmed this finding with the
Maintenance Director at the time of the
observation.

Electrical Equipment - Power Cords and Extens
CFR(s): NFPA 101 !

Electrical Equipment - Power Cords and
Extension Cords

Power strips in a patient care vicinity are only
used for components of movable
patient-care-related electrical equipment ;
(PCREE) assembles that have been assembled
by qualified personnel and meet the conditions of |
10.2.3.6. Power strips 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

K919

K 920
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K 920 | Continued From page 8

PCREE meet UL 1363A or UL 60601-1. Power

strips for non-PCREE in the patient care rooms

| (outside of vicinity) meet UL 1363. In non-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 fixed wiring of a structure.

| Extension cords used temporarily are removed
immediately upon completion of the purpose for |
| which it was installed and meets the conditions of
10.2.4. :

| 10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8 i

| (NFPA 70), 590.3(D) (NFPA 70), TIA 12-5 ‘

f This REQUIREMENT is not met as evidenced |

} by: !
i Based on observation and interview, the
“long-term care facility failed to ensure that power ‘

‘ strips are not used for non-PCREE

| (Patient-care-related electrical equipment) and
that power strips are not used as a substitute for \

' fixed wiring in accordance with NFPA 99 Chapter

10, NFPA 70 chapter 4 {400.8(1)}

|

' On 1/13/2024, between 10:00 AM and 12:3 PM,
| surveyor, with the Maintenance director present
| observed the following:

/1. In the business office, a mini fridge and |
| microwave found plugged into a power strip as a
permanent power source.

"The surveyor confirmed this finding with the
‘ Maintenance director at the time of the
\ observation.

K 920,
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