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Dear Mr. Gannon: 

On August 12, 2015, a Facility Fire Safety and Construction survey was conducted at Quinn 
Meadows Rehabilitation & Care Center by the Department of Health & Welfare, Bureau of 
Facility Standards to determine if your facility was in compliance with State Licensure and 
Federal participation requirements for nursing homes participating in the Medicare and/or 
Medicaid programs. This survey found that your facility was not in substantial compliance with 
Medicare and Medicaid program participation requirements. This survey found the most serious 
deficiency to be a widespread deficiency that constitutes no actual harm with potential for more 
than minimal harm that is not immediate jeopardy, as documented on the enclosed CMS-2567, 
whereby significant corrections are required. 

Enclosed is a Statement of Deficiencies and Plan of Correction, Fmm CMS-2567, listing 
Medicare and/or Medicaid deficiencies. If applicable, a similar State Fmm will be provided 
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer 
each deficiency and state the date when each will be completed. Please provide ONLY ONE 
completion date for each federal and state tag in column (X5) Completion Date to signify \Vhen 
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you allege that each tag will be back in compliance. NOTE: The alleged compliance date must 
be after the "Date Survey Completed" (located in field X3) and on or before the "Opportunity to 
Correct" (listed on page 2). After each deficiency has been answered and dated, the administrator 
should sign the Statement of Deficiencies and Plan of Correction, CMS-2567 Fonn in the spaces 
provided and return the originals to this office. If a State Form with deficiencies was issued, it 
should be signed, dated and returned along with the CMS-2567 Form. 

Your Plan of Conection (PoC) for the deficiencies must be submitted by September 2, 2015. · 
Failure to submit an acceptable PoC by September 2, 2015, may result in the imposition of civil 
monetary penalties by September 22, 2015. 

Your PoC must contain the following: 

• What corrective action( s) will be accomplished for those residents found to have been 
affected by the deficient practice; 

• How you will identifY other residents having the potential to be affected by the same deficient 
practice and what corrective action( s) will be taken; 

• \Vhat measures will be put into place or what systemic changes you will make to ensure that 
the deficient practice does not recur; 

• How the corrective action( s) will be monitored to ensure the deficient practice will not recur, 
i.e., what quality assurance program will be put into place; and, 

• Include dates. when corrective action will be completed. 

• The administrator must sign and date the first page of both the federal survey report, Form 
CMS-2567 and the state licensure survey report, State Form. 

All references to federal regulatory requirements contained in this letter are found in Title 42, 
Code of Federal Regulations. 

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid 
Services (CMS) if your facility has failed to achieve substantial compliance by September 23, 
2015, (Oppmtunity to Correct). Informal dispute resolution of the cited deficiencies will not 
delay the imposition of the enforcement actions recommended (or revised, as appropriate) on 
September 23, 2015. A change in the seriousness of the deficiencies on September 23,2015, 
may result in a change in the remedy. 
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The remedy, which will be recommended if substantial compliance has not been achieved by 
September 23, 2015, includes the following: 

Denial of payment for new admissions effective November 12,2015. 
42 CFR §488.417(a) 

If you do not achieve substantial compliance within three (3) months after the last day of the 
survey identifying noncompliance, the CMS Regional Office and/or State Medicaid Agency must 
deny payments for new adrnissions. 

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your 
provider agreement be terminated on February 12, 2016, if substantial compliance is not 
achieved by that time. 

Please note that this notice does not constitute formal notice of imposition of alternative 
remedies or termination of your provider agreement. Should the Centers for Medicare & 
Medicaid Services determine that termination or any other remedy is warranted, it will 
provide you with a separate formal notification of that determination. 

If you believe these deficiencies have been coiTected, you may contact Mark P. Grimes, 
Supervisor, Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder 
Street, PO Box 83720, Boise, ID 83720-0009, Phone#: (208) 334-6626, Fax#: (208) 364-1888, 
with yom ·written credible allegation of compliance. If you choose and so indicate, the PoC may 
constitute your allegation of compliance. We may accept the written allegation of compliance 
and presume compliance until substantiated by a revisit or other means. In such a case, neither 
the CMS Regional Office nor the State Medicaid Agency will impose the previously 
recommended remedy, if appropriate. 

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will 
recommend that the remedies previously mentioned in this letter be imposed by the CMS 
Regional Office or the State Medicaid Agency beginning on August 12, 2015, and continue until 
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid 
Agency may impose a revised remedy(ies ), based on changes in the seriousness of the 
non-compliance at the time of the revisit, if appropriate. 

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies 
through an informal dispute resolution process. To be given such an opportunity, you are 
required to send your written request and all required information as directed in Infmmational 
Letter #2001-10. Informational Letter#2001-10 can also be found on the Internet at: 
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http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StaieFederalPrograms/NursingFa 
cilities/tabid/434/Default.aspx 

Go to the middle of the page to Infonnation Letters section and click on State and select the 
following: 

BFS Letters (06/30/11) 

2001-10 Long Term Care Informal Dispute Resolution Process 
2001-10 IDR Request Fmm 

This request must be received by September 2, 2015. If your request for infmmal dispute 
resolution is received after September 2, 2015, the request will not be granted. An incomplete 
informal dispute resolution process will not delay the effective date of any enforcement action. 

Thank you for the coutiesies extended to us during the survey. If you have any questions, please 
contact us at (208) 334-6626. 

s;oc~~-------_1 
Mark P. Grimes, Supervisor 
Facility Fire Safety and Construction 

MPG/lj 
Enclosures 
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STATe' MEN (Of OEFICI~NCIES 
ANO ~tAN OF CORRECTION 

{X\) PROVIDERISUPPUERICUA 
IDENIIFJCI\TION NUMBER· 

(X2) MULTIPLE CONSTRUCnON 

AOU'"DING 01 'QUINN MEADOWS 
(X3) DME SU(\Vf.Y 

CQ~WLETEO 

13!;136 B. WING: 08/1ZI2015 
NMIE OFPRQVIDER OR SUPPLIER 

QUINN MEAD(lWS REHABILITATION.& CARE 
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POCATELLO, ID 83202 

(X4) 10 ! . SUI,IMARYSTATE~If,NT OF DEFICIENCI~S . . . I 10 l PRQVIDERSPlAN o~ CORJlECTION 
PR~FIX '(EACH OEFlCIENCYMUSt SE PliECEOED BY f'Ull.RF.GUtA10R'I, PRtfiX , (EACH COiiREC11VEACTION SHOULD !IE 

TAG ', · .OR LSC IDENTIFYIN(liNFORMI\TION) : TAG . \ CROSS•REFERENCEOTO THEAPPROPRIATE 
DfFICI~NCY) 

KO()OjiNITIALCOMMENTS , 

j The facility is approximately 26,b00 S(!Uare foot of' 
' type V (111) construction subdiVideaioto two 
'·smoke compartments, there is ?11 attached. 
· Physical Therapy office separated by two hour 
\ construction. The building Is sprinklered with 
; corridor smoke detection and manual lire alarm 
·. system. Emergency pawer I~ provided bY !30 · 1 

· ohslte generator system. The f<tcilily Is currently 

1

1 
. licensed !or41 beds. 

'!he foUo\vlng deficiencies were cited during the 
j annual fire/life safety survey conducted on ! 

I Au.gust. 12. 2.()1. 5.·· T. h.· .e ... facili·ty. w·a. s. s·u··.rv··· eyed un. der i the LIFE SAFETY CODE, 2000 Edition, Ne\V i 
1 Health Care Occupancy, in accordance with42 · 
; CFR;~83.7b. 

i The su[\/ey9i Gbnaucting the survey was: 

: Nathan Elkins 
• Health Facility Suryey9r 
; Facility Fire Safety 8. Construction 

K.OOO : p t' d b . . I' · - : repara 1on an su llllSSton of this Plan of 
; Correction does not constitute an admission or J 
; agreement of any kind by the facility of the accuracy! 

or truthfulness of any facts alleged or any 
, conclusions set f01th in this allegation of 
~deficiencies by the State Licensing Authority. 
'Accordingly, the facility has drafted this Plan of 
~- Correction in accordance with Federal and State 
~ Laws which mandate the submission of a Plan of 
! Correction as a condition for participation in the 
1 Medicare and Medicaid program. This Plan of 
l Correc!ion shall ~onstitu!e thi~ facility's credible 
l allegat10n comphance With this section. 

I 

_ tX$J 
co·Mf'tfTlCJJ 

DATE 

K 018! NFPA101 LIFE SAFETY CODE STANDARD 
SS=Ei . . 

K018! KOlS :s/17/20is 

l Ooors protecting corridor openings are 
f conl;truct<3d to resist the pass9ge ofsmoke, 
I Doors are provided willi posillve.lal~hfng 
! hardware. Dutch doors meetingH).3,6,3.6 are 
· pwmltled, Roller latc.hes are prohibit~<!. 
18.3.6.3 : 

This Standard is not met as evl\lenced by: 
Based on observation, operational testing, and 
Interview toe facility failed to maintain doors that 

1 protect corrlctoropenings. Failure to maintain · 
corridor doors equid allow smoke and dangerous ' 

' j Correctb•e action(s) accomplis/ted for tltose reside/Its 
!found to !Jm•e bee11 affected by tlte deficient practice: I 
.: The resident room door and door frame in room 209 were -,i 

; adjusted. The door closes properly with no gaps between 
,: the edge of the door and the door frame. 

ldelltijicatiou of other resideltls ltm•ittg tlte same potential; 
to be affected by tlte same practice am/ what correcth•e ! 
actiou(s) takenlttclttdes t/te fol/owillg: 

This deficiency is an isolated deficiency as reflected in the ~ 
Statement of deficiencies~fonn CMS~2567. ~ 
However, all residents may have the potential to be affected: 

. by this deficiency; hence by 08/17/2015 the Administrator ; 
i or designee will assess all resident room door frames to j 
: ensure they close properly with no gaps behveen the edge 1 
1 of the door and the door frame. f 

! 
IABOM{O~Y DJR~CTOR'SOR PHO~O~RISUPP~R RF.PRtoSENTATIVE'S.SIGNf\TURE Tflt~ 

Ji !'-. . A'hiA IJ. \I· .f) 

- Any defictoriCy_sla_tern~-rlt -ondi'r'lg With ~n aSte'ris_k (") dCOoteS ~ de~_Ci,oncy wlHeh th&-lnsututlon may_ be excpsc~ f~om _C(Or_roctin·g P-r~vjd_ln9 i_t i&:d~te_ri-j)[_nqd that 
o_the-r $areguar~s prov_i.de suffi<;ia~t prOtection .to tho paue-nts. ($_ce _in-stn.u;tloos) EXeo;ipt for nurSing nonios~ th'eJ~ilding_s sl_ated a_h.o~o ate-dfsc!O_s~ble-so day& 
fol!o_win9 the d~_t~ of survey whether-or fl()t _a pla~·_Qf_ 0r~~ction is provkfod,· FOr.musing homes;_tho-above findlngs_a-nd._pfans_of correctioil~aro di_sclos_~ble 14 
days_f4_HoYti11g- t)Je_-dato lhCse documcmts- ore tn~d(J available to lho_faci!ity~ If doflciencies-aro ct!Bd. an approved P.tan ~~ C_orc~ction is rcQulsite_~o tonti()Uod 

_ program participation. · - -

FORM CMS-2567(02'IJ9j Provious Ver~<no•.Obso!ete NNOV21 
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FORM APPROVED 

OMB ND 0938,0391 
(X3) 0(\TE SURVEY 

COM~LETfD 

08/1212.015 
NA\IE OF PROV1Dm OR SUPPLIER 

QUINN MEADOWS REHABILITATION & CARE 
SrREET ADDRI:SS, CITY; STATE; ZIP CODE 

1033 WEST QUINN ROAD 
POCATELLO, 10 83202 

1)(4) ID l SU.MMAAY STATEMENT Of' !)EfiCIENCI~S . I 
PREF'IX !'(EACH DEFICIENCY MUST HE PR. ECcOEI)BY FUll. REGULATORY!\ 

TAG OR tSC loENliFYING INFORMATION) . , 
l - - -· I 

' 
K 018~ Continued From page1 

· ; 9!'5es to pass freely in a fire event This deficient 
: pra.;ticeaff.ected 10 residents, staff, and visitors 
! on the date of survey, The t~cilityis licensed for 
: 4.1 SNF/NF beds wit~ a census or'37 on U\e day 
'ofsurvey. 

I Findfngs Include; 

i During the facility tour onAugust 12, 2015 at .'I' 

l approximately 11:~0AM, observation and . 
! operationaltes\ing of the doer to room 209 , 
! revealed the door would not close properly . . 
. allowing an approximately 1 inch gap betw.eeh the ' 
i the edge of the door amHhe door frame. The 
' door Vi<Js not capable of resisting thep<Jssage of 
• smoke. When asked, the Maintenance 
• Supervisor stated the facility was uriaware of. the 1 
i door not closif1g properly. 

·Actual NFPAst(lndard: 
18.3.().3,1' . . . . . . 
Doors protecting corridpr ()P~nings sh<JJI be 
constructed to resist the passage of ~molle .. 
Compli~ulcewUii NFPA80, Standard for Fire 
Doors and Fire Windows. shall not be required. 
Cfearance.between the.bottom of the door and 
the floor covering not exceeding 1 in. (2.5 em) 
shailbe permitted for corridordoars. · 
Exception: Doors to toilet rooms. bathrooms, 

I sh.owerropms, sink c.losetl;, and similar auxilial)' 
' spaces that <Jo not contain flammable or 
l combustible materials, . 

K 022! NFPA101 LIFE SAFETY CODE STANDARD 
SS=El.. .. . 

· I Access to exits Is 0101rked by approved, readily 
i vi.sible -signs .In all cases where the exit or way to i 
i re<Jch exit is notreadily apparent to the · 
Loccupants. 7.10.1.4 

F'ORM CM$·2567(02·~9) Previous Versions Obsolete 

ID I 
~flEFIX i 

TAG. I 

~f<O'JlOER'S PLAN OF CORREC!ION 
(EACH CORRECl!VE ACTIONSHOUlD BE 

CROSS:REFER~NCF.D TO THE APPROPRIATE; 
DEFICIENCY) 

K 018 , K 018 cont ... 
j Measures that will be pllf into place or systemic changes 
:you will make to eJisure that the deficient practice does not­
-recur Includes tlte following: 

:To ensure that the deficient practice does not recur, starting I 
;on 08/17/2015 tl.le Administrator or designee will do weekly! 
i checks of all resident room doors and door frames to ensure · 
;they close properly with no gaps between the edge of the -: 
:door and the door frame. 1 

!How tile correcli•·e actiou(s) will be monitored to ensure ! 

(lte deficient practice will not recur: 

-~Monitoring will be done through: 

\The Administrator or designee will do visual observation to 
jat least three (3) re-sidents' room doors to ensure they close 
}Properly with no gaps between the edge of the door and the 
:door frame. 

JMonitoring will start on 08/2412015. 
/This will be done weekly x 4, 
!then q 2 weeks x 4, then monthly x 3. 
i t 

\The Administrator or designee will present to the quarterly t 

lQ~&A Committee meeting the findings and/or corrective 
iacttons taken. 
; 

;c?mplia?ce, continuation.ldiscontinuation of monitoring 
iwill ~ d1scussed during the QA&A Committee quarterly 
;meetmg. 

l ) 

-,x;l 
i;O.Vl'lf:-J!¢H 

OAf_F 

K o:niK 022 \ sn612o1s 

}corrective action(s) accomplished for those residents I 
\found to have been affected by the deficient practice: 1 

)A quote was received on 8/26/2015 for installation of the ! 
~access to exit signs. Access to exit signs will be scheduled : 
ito be installed at the west end of the 200 hallway corridor on~ 
(9/212015 so M to be visible from the east end of the 200 : 
1hallway corridor making exit access visible to any residents ; 
;or staff on the 200 hall. :_ 

NNOV21 
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COMPLETED 
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(X~)IO 
PREFIX 

TAG 

! . SUMMARY STATIWEI'H OF P.EfiCitNCif.S . . , II) ! 
'lEACH DEFICieNCY MUST .BE PRECE()£0 By f!J.Lt R~GUI A TORY PREFIX 1 
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l 

! 
l 

K 022i Continued From page 2 I .·. ·. . K022 :K 022 cont... j 

l This Standard is not met as evidenced by: 
· Based upon observation and interview .the facility 
· failed to ensure exitsigns were visible I rom all j' 

• areas within the facflity exit access corridor .. : 
system. Failure to provide exit signage could . 
resulfln impeded ordelayed evacuation in an 
emergency. This. deficient practice affected 10 

· resld_ei'lts, staff and visitors on the day ofth(i 
survey. The facility is licensed tor41 SNF'INF 
beds with a census of 37on the day of survey. 

Findings include: 

During the facility tqur onAugus\12, 2015 at , 
. approximately 3:00 PM, observ.atlon revealed no • 
i exit sign was clearlY visibli! iri the exit accesl) .II 

· corridor oUhe 2QO hallway, When asked, the 
M!lintenance supervisor stated the facllitywas 
unawar!'l of the exit §ignage rEJquirement. 

i Actual NFPA Standard: 
7,i0.1A" Exitl\dcess .• 
Acces.s to exits sh<JH be marked by approved, 

, readily visible signs in all cases where tl)e exit or , 
• wayto reach the exil is no! readily apparent to thai 
'occupants, Sign placement shall be such that no : 
: poirit in an exitac<:es~ corridor is In excess of 100\ 
i ft (30m) fr<:>m the nearest extemally mumin<Jted i 
. sign and is r\ot In excess (\( the marked rating for 
) intemally iiluminated signs. 

1deJttijication of other resitfeuts llal'ing the same potellflnl ! 
to be affected hy the same praclfce and what correctb·e 
action(s) taken includes tltefol/owiug: 
' (This deficiency is an isolated deficiency as reflected in the 
~Statement of deficiencies-fonn CMS-2567. 
However, all residents may have the potential to be aftCcted 
,bY this deficiency; hence by 08/17/2015 the Administrator 
pr designee will assess all access to exits in the facility to 
ensure they are marked clearly and are visible to residents 
f,taff and visitors. ' 

~feast~res tltat will be pll/ illlo place or systemic cltauges 
you wt/1 make to ensure tltat tlte deficient practice tloes not 
recur includes tllefol/owiug: 
I ;To ensure that the deficient practice does not recur, starting 
ion 08/17/2015 the Administrator or designee will do a 
jweekly check of all access to exits signs in the facility to 
ensure they are marked clearly and are visible to residents 
)taff and visitors. ' 

[How the correctb•e actlou(s) will be monitored to ensure 
/he deficient practice will not recur: 

iMonitoring will be done through: 
I 
JThe Administrator or designee will do visual observation of 
!three (3) access to exits in the facility to ensure to ensure 
;they are marked clearly and are visible to residents staff 
-and visitors. ' 
' 
;Monitoring will start on 08/24/2015. 
1This will be done weekly x 4, 
·then q 2 weeks x 4, then monthly x 3. 

J'he Administrator or designee will present to the quarterly 
QA&A Committee meeting the findings and/or corrective 
·actions taken. 

F?mplia~tce, continuation/discontinuation of monitoring 
Will be dtscussed during the QA&A Committee quarterly 
}neeting . 

_ lXS_) 
CO!lPI_ E"TION 

- !!ATE 

K048! NFPA 101 LIFE SAFETY CODE StANDARD K0481K048 8117/20!5 

SS=F1 . . 
· · I Tl1ere is a written plan for the protection ofall 

I pallents and for their ev<Jcuation in the evei11 of 
! an emergency. 18.7.1.1 

F9RM CMS,2567{02·99) Provious Ve<Sions Obsolete 

jCorrectt\'e action(s) accomplis/ted for those residents 
vound to llm•e beeJt affected by the deficient practice: 

NNOV21 
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PREFIX 
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K 048\ Continued From page 3 

• This Standard is not met as evidenced by: 
Based on lnferyieW, the facility failed to ensure a 
Written copy ofan emergency plan was readily 
avallableatall times: Failure to have an 
e1Tlergency plan avaii<Jble a tall times could cause 
confusion· and delay operations or evacuation 
during an erriergericy event This. <laficiemt 
practice affected all residents, staff, and visitors 
on thedate oflhe survey~ lhe (acillty is licens~d ' 

, lor41 SNFINF beds With a census b(37 on the : 
1 day or survey,. ' . . 

· Findings Include: 

Ouring the facility tour on AugUst 12, 2015 at 
approximately 2:30PM, interview with the S:upport 
staff at the nurses station revealed th.e faollity did 
not have awrltten cppyot the omergency plan 
readily. i!Vailable at all tirnes. When asked, tl)e 
AdmlniW;ator state.d the emergency plan Is 
locate'd Iii the administrators office and. is locked 
atterliours. . . . . . I 

Actual NFPA standard: 
18.7,1.1 
The .administration of every health qare . 
occupancy shall have; in effectand available to 

l 

all supervisdry person riel, written copies of a plan i 
for the protection of all persons in the event of 
lite, forthelr evacUation to areas .of refuge, and • 
for their evacuation from the b\Jildlng wnen I 
necE)ssary. All employees shall be periodically l 
instfl.)cted and kept informed with respect to their , 
dllties und~r the plan. A copyofthe plan shall be 
re<Jdily all<> liable alai! times in the telephOne 
operator' s position or at the security centeL 

K 147 NFPA 101 LIFESAFETY COQESTANDARD 

FORM CMS·2567(02-99) Previo••s Ver.~ions·Obso!ete 

ID 
PREFIX 
tAG 

. PHOVIDERS PlAN OF COH.RECTION 
(!!AC!i CORRECTIVE AcTION StiOUlO Dt 

CROSSiREf£RENCED 10 THE APPROPRIATe 
. DEFICIENCY) . 

K()48 i K 048 cont... 

;A copy of the emergency plan binder was placed where it is; 
:readily available at all times. 
' 
iTt!emijication of other residents llm•lng tile same potential, 
~to he affected by the same practice and what correcth·e ; 
; actlou(s) taken Includes the following: · 

>
1
-This deficiency is an isolated deficiency as reflected in the ~ 
Statement of deficiencies·fonn CMS~2567 

1 However, all residents may have the poten;ial to be affected! 
r by this deficiency; bene~: . j 
; By 08/17 !20 15 the Adnumstrator or designee will ensure 1 
; that the emergency binder is readily available at all times. -
;By 08/1712015, all staff will be in·serviced by the ! 
jAdministrator or designee regarding K-048, with reference 
_ito the importance of the emergency plan binder being 
i readily available at all times. 

! Meast~res that will be pill imo place or systemic clwuges 
j you will make to ensure that the deficlellt practice does ' 
; not recur includes tlte fol/owiug: 

jTo ensure that the deficient practice does not recur, starting [ 
fon 08/1712015 the Administrator or designee will do daily \ 

I
• checks to ensure that the emergency plan binder is readily -
available at all times. i 

\How the correctil'e actio11(s) wilt be monitored to ensure 
I the tlejiclent practice will not recur: 

jMonitoring will be done through: 

I
I 

i 

' ' l ' 
jThe Administrator or designee will do visual observation od 
jthe emergency plan binder to ensure it is readily available at! 
!all times. ! 

'· 
{Monitoring will start on 08124n015. 
iThis will be done weekly x 4, 
~then q 2 weeks x 4, then monthly x 3. 
' 
\The Administrator or designee will present to the quarterly 
jQA&A Committee meeting the findings and/or corrective , 
1actions taken. -II 

I I ~C?mplia~ce, continu~tion/discontinuation of monitoring 

1will ?c discussed dunng the QA&A Committee quarterly 
pteetmg. 
' 

K147 i 
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I Efe,c;;trical Wiring and equipment Is in accordance. 
: with NFPA 70, National Electrical Code. 9.1.2 
i 

This Standard Is not met as evidenced by; 
. Based on obs_ervalion and interview, the facility 
\ falled to ensure proper clearance aro·und ef.ectric 
' circuit breakers was In accordance with the 
National Electrical Code, This defici!3nt practice 
affected 16 residents, staff. and visitors ontne 
dale of survey. The facility is llcens!RI(or41 
SNF/NF beds with a census of 37lheday.6f 
survey, 

Findings InClude: ; 

During the facility touri;m August12, 2015 at ji 

approximately 2:00 PM, observation of the soiled I 
linen room in the 100 ha,nwi!Y revealed moltip/e 
mobile soiled linen receptacles bi(JCking .the ~ 
electrical breaker panels, When aske<;l, the 
maintenailc<Jsupervi~or s(atedthe facility was 
unaware of the blc)Cked electrical panels but was 
<JW~re the mobil a soiled linE!n re<;eptacles were 
stored in~ the room. 

, ActUal NFPAreference: 
· NFPA'f(}c11 0,26 Spaces About Electrical 
Equipment ~ · 

Suffl¢ient acces~ and working space shall be 
provide<;! arid maintained about all electric I' 

.
e-quipment t·o_ .. pe_rn_ ·l.·itready and safe ope. rat. i_on . .· 
and maintenance of such equipment Enclosures 

: housing electrical apparatus that are controlle<;l by: 
\lock arid key sh<~ll be considered accessible to i I qualified persons. 
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J(147.Kl47 8/17/2015 
· Correclil'e actiou(s) accomplished for tltose residents 
found to ltave beeu affected by tlte deficient practice: 

!The soiled linen receptacles that were blocking access to 
Jthe electrical panels in the soiled linen room have been 
!move~ to ~low appropriat~ access. 

:Idemijica/IOII of other restdems having the same potential 
1/o be affected by the same practice and what correctb•e 
·acliou(s) taken includes lllefol/owlug: 

!This deficiency is an isolated deficiency as reflected in the j 
~Statement of deficiencies-fonn CMS-2567. I 
~_;Ho,vever, all residents may have the potential to be aftected 
_by this deficiency; hence: 
·.BY 08/l7/20l5 the Administrator or designee will ensure 1 

_that in the soiled linen room the electrical breaker panels 
Jhave the proper work space to allow access to them. ; 
;sy 08/l?/2015, all staff will be in-serviced by the l 
!Administrator or designee regarding K -147, with reference ~ 
;to the importance of the electrical breaker panels having the] 
vroper work space to allow access to them. ' 

~lleasures thai will be pul into place or systemic changes 1 
?'Oll w/llmake to ensure 1/Jalthe dejlcielll practice does not! 
recur includes the following: 1 

tr'o ensure that the deficient practice does not recur, starting -
;on 08/17/2015 the Administrator or designee will do daily 
rounds to ensure that in the soiled linen room the electrical 
1breaker panels have the proper work space to allow access 
:to them. 
' i How the corrective actiou(s) will be monitored to ensure 
;the deficient practice will not recur: 

i Monitoring will be done through: 
i l 
[The Administrator or designee will do visual observation off 
f the soiled linen room to ensure the electrical breaker panels I 
[have the proper work space to allow access to them. l 
j l 

}Monitoring will start on 08/24/2015. 
!This will be done weekly x 4, 
!then q 2 weeks x 4, then monthly x 3. : 
l f 
jThe Administrator or designee will present to the quarterly ; 
~QA&A Committee meeting the findings and/or corrective \ 
actions taken. I 
i I 

;c?mpliance, continuationfdiscontinuation of monitoring ,t_ 

~'Ill be discussed during the QA&A Committee quarterly 

1
meeting. 
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' (2) Width of working Space, The width of the 
; working space 1n front of lhe electric equipment 
i shall b<! the Width of the equipment or 760 mm 
; (30 in,), Whichever is greaterc In all cases, the 
; work space shall permit at least a 90 degree 
i opanlng ofequlpment d{)Ors.or hinged panels 
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