IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L."BUTCH" OTTER - Govemar TAMARA PRISOCK—- ADMINISTRATOR
RICHARD M. ARMSTRONG - Director DIVISION OF LICENSING & CERTIFICATION
. DEBRA RANSCM, R N.RH.LT., Chief

BUREAU OF FACILITY STANDARDS

3232 EKer Streef

P.0O. Box 83720

Boisg, ID 83720-0009
PHONE 208-334-6626
FAX 208-364-1888

October 15,2015

Richard Ord, Administrator
Bennett Hills Center

1220 Montana Street
Gooding, ID 83330-1856

Provider #: 135134

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Ord: -

On October 6, 2015, a Facility Five Safety and Construction survey was conducted at Bennett
Hills 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 hoines participating in the Medicare and/or Medicaid programs. This survey found that
vour 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 comrections
are required.

Enclosed is a Statenient of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies. 1f applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer
cach deficiency and state the date when each will be completed. Please provide ONLY ONE
conipletion date for each federal and state tag in column (X5} Completion Date to signify when
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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 Form 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 Correction (PoC) for the deficiencies must be submitted by October 28, 2015.-
Failure to submit an acceptable PoC by October 28, 2015, may result in the imposition of civil
monetary penalties by November 17, 2015.

Your PoC must contain the following:

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

o 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;

e What measures will be put into place or what systemic changes you will make to ensure that
the deficient practice does 1ot recur;

o 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,

e Include dates when corrective action will be completed.

e 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 November 10,
2015, (Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not
delay the imposition of the enforcement actions recommended (or revised, as appropriate) on
November 10, 2015. A change in the seriousness of the deficiencies on November 10, 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
November 10, 2015, includes the following:

Denial of payment for new admissions effective January 6, 2016.
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 nust
deny payments for new admissions.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your

provider agreement be terminated on April 6, 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 o1 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 corrected, 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 your 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 presurme 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 October 6, 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 §488.33 1, 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 Informational
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/StateFederalPrograms/NursingFa
cilities/tabid/434/Default.aspx

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

BES Letters (06/30/11)

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

This request must be received by October 28, 2015. If your request for informal dispute
resolution is received after October 28, 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 courtesies extended to us during the survey. If you have any questions, please
contact us at (208) 334-6626.

Sincerely,

"74/" /é)\ e

Mark P. Grimes, Supervisor
Facility Fire Safety and Construction

MPG/;
Enclosures
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DEMARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: - | A BUILDIMG 01 - HELPING HANDS QF © COMPLETEDR

GOODING
135134 B. WING 10/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
BENNETT HILLS CGENTER 1220 MONTANA STREET
GOODING, ID 83330

6y 1D SUMMARY STATEMENT OF DEFICIENGIES D . PROVIDER'S PLAN QF GORRECTION (x8)

PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY  PREFIX (EACH CORRECTIVE ACTION SHOULD BE or e
TAG OR LSC IDENTIFYING INFORMATION) . TAG GRUSS-REFERENCED TO THE APPROPRIATE -
' : QEFIGIENGY)
K000 INITIAL COMMENTS " F000

The Bennett Hills Center pravides this plan of correclion
without admitting or denying the validily or existence of the

The building is a single story structure Type: alleged deficiencies, The Plan of Coreclion is prepared

V{111) construction completed in August of 1971, ot ;
itIs fully sprinklerad and has a complete fire ggac{eeg?ted solely because it is requireg by federal and
alarm system to include smoke detection in : ;
-hallways and cpen spaces, Gurrantly It is :
_licensed for 80 SNF/NF heds. i K018 -E 110915
" The following deficiencies were cited during the | ) The door {o the employes break reom now has a
Life Safety Code Survey conducted on October 6, ) pass through latch gn J a sign tiat {ebs slaff {rat
2015. The facility was surveyed under the LIFE the door mLst remain closed for fre barrier
SAFETY CODE, 2000 Edition, Existing Health rensons and that fhe door sar't be prooped apen
Care Qccupancy, in agcordance with 42 CFR . X X proppea op
483.70 _ at any fime, this was completed as of 10/28/15.
: e _ SR Resident reom door numbet 9 door latch has
. The Survey was conducted by: B been fixed and the door laiches on 10/7/45,
' Nate Elkins oD 2y Areview of the whels facility was completed by
. Health Facility Surveyor ghe rgaén!enance n;znag?r w:]th no ather GOTDtES
L ‘ aund being propped on fire bartier areas. There
, Faciliy Fire Safety & Construction .- o oo diher residant foom doors found to be ot
K 018 NFPA 101 LIFE SAFETY CODE STANDARD lalehing propery in (he bullding as of 10/28/15.
88=€ : :
Doars protecting corridar openings in cther than 3)  Weekly decumentation for propped fire doars and
- required enclosures of vertical openings, exits, or resident raot doors not iatching propetly will be
; hazardous areas are substantial daors, such as completed by the maintenance manager for 4
i those conslructed of 1% Inch solid-bonded core wesks. '
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only 4y The maintenance manager has received
~required ta resist the passage of smoke. There | is’ education from the administratar regarding the
- na impediment to the closing of the docrs. Doors | importance of not propping fire barrier doers and
: are provided with a means suitable for kKeeping the importance of making sure that alf resident
tha door closed. Dutch doors meeting 18.3.6.3.6 | doors latch praperly, this was completed by
are permitted.  18.3.6.3 j 1012815,
" Raller latches are prohibited by CMS regulations B) The 4 weekly audits results performed by the
in all health care facilities. : maintenance manager will be reviewed by tHe

guality cormmittee in the Novermhber and December
QAP mastings. The QAP| meetings will be held
on 1112015 and 1211015, Furthec action by the
QAP! team will be taken If necessary at that time,

waiﬁﬁﬂﬁi?j;ﬂ 'TIGM\.TURE | TITL’I{E 6/2:2‘"/ /I_’

sy whather of not a plan of cormaction s provided. For nursing homes, the above findings and plans of torrection are disclozatle 14
these dacuments are made available to the facilily. If deficiencies are cited, an approved plan of corraction i rEquisita to continuad

FD}%W&%&W@US Versions Obsolate GOWWZ it conlinuation sheet Paga 1 of 14

 {XB} DATE

(=2
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Printed: 10/15/2Q15
FORM APPROVED
OMB N©O., 0938-0397

STATEMENT QF DEFIGIENCIES (%1} PROVIDER/SUPPLIERICUA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEAER; A BUILDING 01 - HELPING HANDE OF COMPLETED
GOarING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
BENNETT HILLS CENTER 1220 MONTANA STREET
GOODING, ID 83330
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES D i PROVIGER'S PLAN OF CORREGTION (A5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX . {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG . OR LSC ICENTIFYING INFORMATION;) TAG ! CROSS-REFERENCED TO THE APPROPRIATE : DATE
! | DEFICIENGY) i
Continued From page 1 i Kots! | T

K8

This Standard is not met as evidenced by:
Based on chservation, operational testing, and

intarview the facility failed to maintain doars that

_pratect ¢orridor openings. Failure fo maintaln !
- corridor doors could allow amake and dangerous ¢
: gases to pass freely between smoke :
- compartments. This deficient practice affected 11 |
 residants, staff, and visitors on the day of survey, |

: The facllily Is ficensed for 80 SNF/NF beds with a
- census of 28 on the date of survey.

' Findings include:

1) During the facility tour on Gctober 6, 2015 at

anpro¥imatety 11:30 PM, observation revealed
. the self cloaing door leading to the employee

break room area which included the Maintenance .
office, and the Laundry Supervisar's office was

" blocked open by a 1 gallon clear plastic bucket of |

beads. When asked, the Maintenance Supervisor ,

" stated the door was hlacked open for .

;- conveniencs,

. 2.) During the facility tour on October 6, 2015at |
. approximately 3:30 PM, obsearvation and

; operational testing of room 8 revealed the door
- would not latch when closed. When asked, the
i Maintenance Supervisor stated the facility was
i Unaware the door would not latch.

| Actual NFPA standard:

' 19.3.6.3 Corrdor Doors,
| 19.3.6.3.1*
- Doors protecting corridor openings In other than

i

i

H
i
I
|
i

FORM CiS-2567{02-89) Previous Versions Obsolete
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Printed: 10/ 5/2045
FORM APPROVED
OMB NO, 0838-0394

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MALILTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN QF CORREGTION IDENTIFICATION NUMBER: A. BUILDING 01 - HELPING HANDS OF COMPLETED
GOODING
135134 8. WING 10/06/2015
NAME OF PROVIDER OR SUPPLIER STRERT ADDRESS, CITY, STATE, ZIP COQDE
BENMNETT HILLS CENTER 1220 MONTANA STREET
GOOQDING, ID 83330
M40 SUMMARY STATEMENT COF DEFIGIEMCIES : 1o i PROVIDER'S PLAN OF CORRECTION {X5)
FREFIX  (EACH DEFIGIENCY MUST BE PRECEDED BY FULLREGULATORY  PREFIX (EACH CORRECTIVE AGTION SHOULE BE COMPLEYION
TAG OR LG [DENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE OATE

DEFICIENCY)

-

K018 Contlnued Frorn page 2

|
i
" required enclosures of vertical openings, exits, or |
_hazardous areas shall be substantial doors, such |
as those constructed of 13/4-in. (4.4-cm) thlck,
solld-honded core wood or of construction that
- reslsts fire for not Jess than 20 minutes and shall |
- ha constructed to resist the passage of smoke. |
. Compliance with NFPA 80, Standard for Fire ;
. Doers and Fire Windows, shall not be required. !
| Clearance hetween the bottom of the door and
the floor covering nol exceeding 1 in. (2.6 cm)
shall be permitted for corridor doors,
t Exception No. 1: Doars to toilet rooms,
i bathrooms, shower rooms, sink closets, and {
- similar auxiliary spaces that do not contain ’
. flammable or combustible matetials,
: Excaption No. 2 Jn smoke compartments
. protected throughout by an approved, supervised
. automatic sprinkler system in accordance with
19.3.5.2, the door construction requirements of
18.3.6.3.1 shall not ke mandatory, but the doors
" ghaill be constructed to resist the passage of ;
smoke, :

Ji18.363.2¢ |
~Doors shall be provided with a means suitable for |
- keeplng the door closed that is acceptable to the |
. autharity having jurisdiction. The device used :
- shall be capable of keeping the door fully closed If
_aforce of & bf (22 N) is applied at the latch edge
- of the doar. Raller latches shall be pronibited on
corridor doors in buildings not fully protected by
: an approved automatic sprinkler system In
i accordance with 19.3.5.2.
! ! Exception No. 1; Doors to toilet rooms,
| bathrooms, shower rooms, sink closets, and
t similar auxiliary spaces that do not contain
flammable or combustible maternials.
] Exception No. 2: Existing roller latches
: demanstrated 1o keep the door closed agalnsta |
: foree of 6 Iof (22 N) shall be permitted to be kept

Kota

FORM CMS-2667(02-99) Pravious Verslons Obsolete
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Printed: 10/15/2015
FORM APPROVED
OMB NO, 0933-0391

STATEMENT ©QF DEFICIENCIES (1) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
136134

(¥2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
A BUILDING 01 - HELPING HANDS DF COMPLETED
GOODING

B.WING 10/06/2015

NAME OF PROVIDER OR SUFFLIER
BENNETT HILLS CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE

1220 MONTANA STREET
GOODING, ID 83330

SS=F:
" Access to exits is marked by approved, readily

reach exit is not readily apparent to the
accupants.  7.10.1.4

- This Standard is not met as evidenced by,
_Based on observation and interview, the facility
- failed to ensure that exits were glearly identified

- identified clearly would hinder the safe evacuation
of aceupants during an emergency. This deficient
practice has ihe potential (o affect all residents,

. staff and visitors on the date of the survey. The

. facility is licensed for 80 SNF/NF beds with a
census of 28 on the day of the survey,

Findlngs tnclude:

1.) During the facifity tour on October 6, 2015 at
approximately 9:30 AM observation of the exit
signs entaring the south hallway found the exit

or chevron and would lead cccupants into the
comdar wall. Upon further ohservation it was
- revealed the exit sign [eaving the south haliway

. occupants into the Directar of Nursing office.

"visible signs in all cases where the exit or way to

by apprapriate means. Failure to ensure exits are |

! sign directional to the right indicated by an arrow

i

was also directional to the right which weuld lead

1) The directional amovr signs at the top of the south
hallway and the top of tive norlh haliway have:
been slid back to the non-arrow stalus. This was
completed on 10f7/15. The root cause yras when
the bulbs were changed the pangls sfid to the %
arrow status,

2} Areview of the whole facility was completed by
the maintenance manager with no other exit sign
armows slid to the wrong position as of 10/28/15.

31 Weekly documentation for exit sign arrow
observations of arcows in the wrong position will
he complated by the maintenance manager #x 4
weaks,

4} The maintenance manager has received
education from the administrater regarding the
impartance of e exit sign arrow being in the
appropriate pasitior; this was completed by
10/28/15.

5} The 4 weekly audits resulls performed by the
maintenance manager will be reviewed by the
quality committee in the November and December
QAP mostings. The QAP meetings will be held
on 1111215 and 1210118, Further action by the
QAP leam will be taken if necessary at that fme.

|

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES PRCVIDER'S PLAN 0F CORRECTION {X3)
PREFIX  (EACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY’ PRF_H)( : (EACH CORRECTIVE ACTION SHOULD BE COMP}:TP{EHOH
TAG OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE o
) : DEFRIGIENCY)
K018 Continued From page 3 K018
~In service. ’
' LIFE S
K022 NFPA 101 LIFE SAFETY GODE STANDARD | K092 - F 11J00H5

FORM CMS-2567{02-89) Previous Verslons Obsalete
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AMND PLAN

Printed; 10/15/2015
FORM APPROVED
OMB NO. 01838-0351

STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SUPPLIER/GLIA

0OF CORRECTION {DENTIFICATION NUMBER:

135134

{X2) MULTIPLE CONSTRUGTION

A BUILDING 01 « HELPING HANDS OF

GOODING
B. WING

{X3) DATE SURVEY
COMPLETED

10/06/2018

MAME OF PROVIDER OR SUPPLIER
BENNETT HILLS CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1220 MONTANA STREET
GOODING, ID 83330

(x4} D
" PREFLX
TAG

: SUMMARY STATEMEMNT OF DEFICIENGIES :
{EACH DEFIGIENGY MUST BE PRECEDED BY FULL REGULATORY
OR LSG IDENTIFYING INFORMATION)

D . PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX ° {FACH CORRECTVE ACTION SHOULD BE . CCfﬂngET‘ON
TAG |  CROSS-REFERENCED TC THE AFFROPRIATE €

DEFICIEMEY)

K022:

L.

K 027,
85=E

Contmued From page 4
- 2.) During the facility tour an October 6, 2015 at
- approximately 2:00 PM, observation of the exit
- signs entering the north haliway revealed was
- directional to the right which would lead
5 occupants Into raom 13,
' When asked, the Maintenance Supenvisor stated
! I the faciity was Unaware of the arrows or
; | ehevrons were wrong on the exit signs.

I
i Actual NFPA standard: :
| ;
7 10.1.4* Exit Acgess, :
: Access 1o exits shall be marked by approved,
" readily visible signs in all cases where the exit or |
. way to reach the exit is not readily apparent to the
. oceupants. Sign placement shall be such that no !
- paint in an exit access corrdor is in excess of 100
(30 tn) from the hearest externally iluminated
~slgn and s not in excess of the marked rating for
+ internally flluminated signs. :
. Exception: Signs in exit access corridors in
. exisling buildings shall not be required to meet |
: the placement distarce requirements. |

' 7.10.2* Directional Signs.

- A slgn complying with 7,10.3 with a directional
i i Indicatar showing the direction of ravel shall be
! placed in every location where the direction of
E travel o reach the nearest exlt I8 not apparent. |

NFPA 101 LIFE SAFETY GODE STANDARD

" Doar apenlngs in smoke barriers have atleasta
, 20-minute fire protection rating or are at least ,
- 1%-Inch thick solid bonded wood core. Non-rated
! protective plates that do not exceed 48 inches

i from the bottom of the door are permiitad. i
' : Horzontal sliding doors comply with 7.2.1.14. :

Doors are sdlf-closing of automatic closing In
. " asordance with 16.2.2.2.6. Swinging doors are

K022

K027

FORM GM3

-2667{02-99) Pravious Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 10/15/2015
FORM APPROVED
OMB NO. §838-8381

BTATEMENT OF DEFICIENGIES {X3} PROVIDER/SUPPLIERIGLIA
ANQ PLAN OF CORRECTION IDENTIFIGATION NUMBER;

135134

{¥2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
A BUILTHNG 01 - HELPING HANDS OF COMPLETED
GOQDING

B. WING 10/06/2015

NAME OF PROVIDER OR SUPPLIER
BENNETT HILLS CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1220 MONTANA STREET
GOODING, ID 83330

{Xd) 1D SUNMMARY STATEMENT OF DEFICIENGIES : ID PROVIDER'S PLAM OF CORRECTION (X5}
PAEFIX  (EACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY  PREFIX (EAGH GORRECTIVE ACTIGN SHOULD BE . COMPLETION
TAG OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE ATE
; : DEFICIENCY)
K 027 Continued From page 5
hot required to swing with egress and positive KO2r-E 11109115
latching is not required,  19.3.7.6,19.3.7.6, !
1 19.3.7.7 1) The south fire barder doors and the nocth fre
: barrier docrs were repaired by the imaintenance
director. The door closes appropriately without
: gaps now. This was completed on 10/4/15.
This Standard s not mat as evidenced by: . .
Based on observation, operational testing and | 2 Areview of the whole facility was compteled by

- interviaw, the facility faled to ensure smoke ; the maintenanca manager with no gaps found on

. barvier doors would close when activated. Failure any of the fire barrer doors as of 10/28/15,

: to ensure that smoke barrier doors closed ) : :
completaly would allow the passage of smoke . 3} Waekly documentation for observations for gaps

*and dangerous gasés to travel freely and negate : on any of the fire barrier dors vill he camplsted

. the opporunity to defend in place. This deficlent by the maintenance manager for 4 weeks.

. practice affected 11 residents, staff and visitors  : _

. on the date of the survey. The facility is licensed | 4} The mainlenance manager has receivad

 for 80 SNF/NF beds with a census of 28 on the | educaticn frorm the administrator regarding the

| day of the survey. tmpartance of there being no gaps at the fire

i batrier doors; this was compleled by 10/28/15.

! Findings include: ' .

: : 5} The 4 weskly audits results performed by tha
1.} During the facility tour on October 6, 2015 at maintenance manager will be reviewed hy the

“approximately 9:30 AM, obsetvation and quality committee in the November and Decamber
operational testing of the cross corridor doors in OAPImeelings. The QAPI mestings will be held
the south hallway revealed the doors would not on 1111215 and 12/10/15. Further action by the
close properly when activated from the magnefic - QAPI team wil be taken if necessary at that tme,
hold open device leaving an approximate 1-2 inch !
gap between the leading edge of the doors. _

- 2.} During lhe facjiity tour on October 6, 20186 at j ;
approximately 2:00 PM, observalion and i i
operational testing of the crogs corridor doors in- |
the north halhvay ravealed the doors would not i !
close properly when activated from the magnetic ! ;
hold open device leaving an approximate 1-2 inch’ :
gap between the leading edge of the doors, i i ;

" When askad, the Maintenance Supervisor stated | {

: the facility was unaware the doors would not {

L . close and seal properky, j
FORM GMS-2567(02-99) Previous Verslons Obsolete BOWW21 If conlnuaticn shest Page B of 14




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES

Frinted: 10/15/2015
FORM APPROVED
OMB NG. 0938-0391

STATEMENT OF DEFICIENCIES (K1) PROVADER/SUPFLIERFCLIA
AN PLAN OF CORRECTION IDENTIFICATION NUMBER:
135134

(X2) MULTIPLE COMSTRUCTION (X3) DATE SURVEY
A. BUILDING 01 - HELPING HANDS OF COMPLETED
GOODING

B. WING 10/086/2015

NAME OF PROVIDER OR SUPPLIER

AT

STREET ADDRESS, CITY, STATE, ZIP CODE

BENNETT HILLS CENTER 1220 MONTANA STREET
GOQDING, ID 83330
i (Xd) ID SUMMARY STATEMENT OF DEFICIENCIES (o} PROVIDER'S PLAN OF CORREGTION [X5)-
PREFIX  (EACH GEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX (EACH CORREGTIVE ACTION SHOLLD BE R Al
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
K027 Continued From page 6 K027

" Actual NFPA standards:

't NFPA 101 .

. 19.3.7.6%

- Doors in smoke bartiers shall comply with 8.3.4

+ and shall be self-closing or automatic-closing in

" accordance with 19.2.2.2.6. Such dcors in smoke

" barriers shall not be required to swing with egress

- travel. Positive latehing hardwara shall not be

* Tequired,

$8.3.4.9% _ :
ggsirﬁ(m smoke barriers shall ¢lose the opening K{99-D 110915

g only the minimum clearance necessary
50; dpgrii?sr (Jlgi‘rgt;gn;rg:,iﬁzsu be without 1) The 2 doors on the south hall that require self-

: ' ! ’ closure mechanisms have been purchased and
K029 NFPA 101 LIFE SAFETY CODE STANDARD instafled. This was completed on 10/28/15.
5580 T

: One hour fire rated construction {with % hour 2)  Ateview of the whele facility was completed by
fire-rated doors) or an approved automatic fire the maintenance inanager with no other rooms
extinguishing system in accordance with 8.4.1 being used for storage were found needing self-
and/or 19.3.5.4 protects hazardous areas. When closure iechanisms as of 10/28184.
the approved automatic fire extinguishing system

- pplion Is used, the areas arg separatad from 3)  Weakly documentation for working self-closure -

: other spaces by smoke resisting partitions and - tleors on sterage rooms will be vompleted by the

. doors. Doars are self-closing and non-rated or maintenance manager for 4 wasks,

' field-applied protective plates that do not exceed |

: 48 inches from the bottom of the door are : 4 The mainfenance manager has recelved

- permitted,  19.3.2.1 education from the administrater regarding the

importance of self-clasure mechanisms on
starage rooms for fire safety; this was complatad
by 10/28/15.

" This Standard is not met as evidenced by: 5) The 4 weekly audils results performed by the
Based on observation, operational testing and maintenance manager will be reviewed by the
interviaw, the facility failed to ensure that , cuality commitlee in the November and Decembar
hazardous areas were protected with self-closing QAP| ineetings. The QAPI meetings will be held
doors. Failure to provide self-clasing doars for - on 1112/15 and 1211015, Further action by the’

- hazardous areas would allow smoke and QAPI feam will be taken if necessary at that fime,

b
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Printed: 10/15/2018

DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0538-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AMD PLAN OF CORRECTIQN IDENTIFICATICN NUMBER: A, BUILDING 01 - HELPING HANDS QF GOMPLETED
GOODING
135134 B. WING 10/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCOE
BENNETT HILLS CENTER 1220 MONTANA STREET
GOODING, ID 83330
(,X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ' [M] PROVIGER'S PLAN OF GORRECTION Xs)
PREFLX (EACH DEFICIENCY MUST BE PFREGEDED BY FULLREGULATORY  PREFIX {EACH CORREGTIVE ACTIQN SHOULD BE COMFLETION
TAG DR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
K029 Continved From page 7 K029

* In the south haltway was not on a self closure,

. required to be on a salif closure,

2.') During the facility tour on October 8, 2016 at
+ approximately 10:00 AM, cbservaticn and

on a self closure. The room was stariing |
. combustible supplies and equipment and was
: greater than 60 square feet, When asked, the
: Maintenance Supervisor stated the facility was
" unaware the door needed to be on a self closure. -

Actual NFPA standard:

dangerous gases to pass freely into comidors and
" hinder egress of occupants during a fire event. '
. This deficient practice affected staff and visitors
on the date of the survey. The facility is licensed
for 80 SNE/NF beds with a census of 28 on the
day of the survey.

Findings include:

" 1.) During the facility tour on October 6, 2015 at
: approximately 9:30 AM, observatlon apd

" operational testing revealed the door to room 43 |

The room was converted tc a storage room and
was &loring combustible supplies and equipment
" aind was greater than 50 square feet. When
- asked, Maintenance Director
stated the {acllity was unaware the door was

: operational testing revealed the door to the 5
Maintenance room in the south haliway was not

- 19.3.2.1 Hazardous Areas.
Any hazardous areas shall be safeguarded by a
. fire barrier having a 1-hour fire resistance rating
or shall be provided with ah automatic
i extinglishing system in accordance with 8.4,1,

* The automatic extinguishing shall be permitted ta -

! be in accordance with 19.3.5.4, Where the
: sprinkler option is used, the areas shall be

ST
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combustible supplies and equipment in quantities
deemed hazardous by the authority having
jurisdictfor

" {8) Laborataries emplaylng flammable or

; combustible materials in quantities less than

K 046. NFPA 101 LIFE SAFETY CODE STANDARD

55=F

provided in accordance with 7.9. 19291,

i This Standard s not met as evidenced by:

" Based on record raview and inteiview the facility
falled to provide monthly and annual emergency
.- Hghting aystem test documentation, Failure to test

the emergency lighting system could inhibit
egress of residents during an emergency. This
. deficient practice affected all residents, staff and
*visitors on the day of survey. The facility is
"lleensed for 80 SNF/NF beds with a census of 28
on the data of survey.

. Findings includex

STATEMENT QF DEFICIENGIES (X1} PROVIDER/SUPPLIERACLLA (X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF GORRECTIOM IDENTIFIGATION NUMBER: A. BULDING 1 - HELPING HANDS OF COMPLETED
. BOODING
135134 8. WING 10/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE o
BENNETT HiLLLS CENTER 1220 MONTANA STREET
GOODING, ID 83330
(X4 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN QF GORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIOH
156 OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFIGIENGY)
K029 Continued From page 8 K 029
. separated from other spaces by smoke-resisting
. partitions and doors. The doors shall bhe
self-closing or automatic-closing. Hazardous
areas shall include, hut shall not be restricted to,
the: following:
i .
(1) Boiler and fuel-fired heater rooms . '
' (2) Central/bulk laundries targer than 100 ft2 (9.3
i m2) ;
< (3) Paint shops K046 - F
i (4} Repair shops T1/09115
| (5) Solled linen rooms 1) The emergency lighling lests documentation for
! (8) Trash collection rooms : monthly and yearly tests were done as stated by
“(7) Rooms or spaces larger than &G ft2 (4.6 m2), ; .
including repair shaps, used for storage of the maintenance director, but was not

i those that would be considered a severe hazard. !

. Emergency lighting of at least 1% hour duration is

documented. All emergency lights ware tesled
during the survey and worked appropriately. The
maintenancg manager will keep a paper irai of
documentation of monthly and yeary tests as he
Is reqjuired to do, starting Octaber 2015. This was
completed on 10/28/15.

2)  All emergency lighting In the buikding was tested
and was working appropriately as of 10/28/5.

3)  Additional weekly documentation for the
emergency lighting tests will be completed by the
maintenance manager for 4 weeks.

4)  The mainlenance manager has received
aducation from the administrator regarding the
impertance of documenting eimergancy lighting
test monthly and yearly; this was completed by
10428185, )

5)  The d weeKly audits resulls performed by the
malntenance manager will be reviewed by the
qualify commitiee in the November and December
QAP meetings. The QAPI mesfings will be held
on 11Hi2115 and 12110115, Further action by the
QAP! team will be taken if necassary at that time.

_

e T
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' Printed: 410/1 5/2(515
DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DERICIENCIES X1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE GONSTRUGTION (%3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - HELPING HANDS OF COMPLETED
GOODING
135134 B. WING 10/06/2015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, 1P GODE ]
BENNETT HILLS CENTER 1220 MONTANA STREET -
GOORING, ID 83330

(X410 SUMMARY STATEMENT OF DEFICIENCIES ) o PROVIDER'S FLAN OF CORRECTION (%8)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX (EACH CORREGTIVE ACTION SHOULD BE Cﬂ*fg’gg G
TAG OR LSC IDENTIFYING INFORMATION) TAG CAOSS-REFERENCED TD THE APPROPRIATE
: DEFICIENCY)
K 046 Continued From page 9 K D46

During recard review oh Oclober 6, 2015 at
approximately 9:00 AM, it was observed the
* facility was unable to provide maonthly and annual -
- eimergency lighting system test documentation.
According to the dacumented recards, the |ast
mohthly test of the emergency lighting systems
_was dated June 2015 and the last annual test
- was conductad in February 2014, When asked,
the Maintenance Supervisar stated the facillty
was conducting the tests but was not correctly

decumenting. :
' Actual NFPA standard: Kooz-F 109115
| NFPA 101 1) The maintenance manager had tha vendor came

10291 and test the percenlage of anlifreeze solufion In

o . . the sprinkler system on 10/2015. The extra-high
Emergency lighting shall be provided in : \ s .
: accor%lanci v\%]ith Sgection 7 .QP : ternperatureé sprinkler head ulifized for the kitchen

703 hood suppression system was changed on

' A functionat test shall be conducted on evety 10/28/15.

required emergency lighting systein at-30-day )
- intervals for not Jess than 30 seconds. An anhual
_test shall be conducted on evary required
: battery-pawered emergency lighting system for
: not less than 11/2 hou'rs.. Equipment shall be fully : 3} Weekly documentalion fo assure that e 2 :
. operational for the duration of the test. Writteh findings femain in compliance wil b eted I
' records of visual inspections and tests shall be by the malnit P o d 8 comp

kept by the owner for Inspection by the authority y ine mainienance manager for 4 weeks. l

having jurlsdictian.

The documentation for both findings is being kept
In a binder in tha maintenance manager's office
and is now up to dale as of 10/28f15.

4) The maintehance manager has received

€ 062 NFPA 101 LIFE SAFETY CODE STANDARD . education from the administrator regarding the
88=F lmportance documentation of the required 2 fests;
Required automalic sprinkler systems are : this was completed by 10/28/15.
continuously maintained in reliable operating
. condition and are inspected and tested 5) The 4 weekly audits results performed by the
Pperiodically.  18.7.6, 4.6.12, NFPA 13, NFPA 25, mairttenance manager will be reviewed by the
"0.7.5 o quality committee in the Novernber and December

QAPlmeetings, The QAPI meelings will be held
on 11/12/15 and 12119115, Furlher action by the
(AP team will be taken if nacassary at that time.

—atr
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Printed: 10/16/2015

DEPARTMENT OF HEALTH AND HURMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 09358-0391
STATEMENT OF DEFICIENCIES  [¢1) PROVIDER/SUPPUIERICLIA (%2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION MUMBER: A, BUILDING 01 - HELPING HANDS OF COMPLETED
GOODING
135134 B. WING 10/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
BENNETT HILLS CENTER 1220 MONTANA STREET
GOODING, ID 83330
m—()-(d) [ SUMKMARY STATEMENT OF DEFICIENGIES i) PROVIDER'S PLAN OF GORREGTION . (X5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY  PREFIX (EAGH CORRECTIVE ACTION SHOULD BE © COMELETION
e OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE baTe
i | DEFICIENCY)
K062 Continued From page 10 . K082

' This Standard is not met as evidenced by:

- Based on observatlon, record review and
 interview, the facility failed to ensure that fire

i suppression systems were tested and maintained -
*in accordance with NFPA 25, Failure fo provide

: proper testing and inspection of the sprinkler

 systern could result in the systern not performing .

" as designed during a fire evant. This deficient
_practice affected all residents, staff and visitors
" on the date of the survey. The facility is licensed
, for 80 SMF/NF beds with a census of 28 on the
- day of the survey.

" Findings include;

*1,) During record raview on October 6, 2015 at

. approximately 9:00 AM, the facllity was unable to

. provide documentation of the percentage of

I' antifreeze solution in the sprinkler systermn. Upon

| further observation of the sprinkler riser room
revealed no tags or paperwork that documented
pErcentage of antifreeze solution. When asked,

i the Maintenance Supervisor stated the facility

| was unaware of the antifreeze percentage testing !

| requiremeants.

|

£2.) During the facility tour on October 8, 2015 at

i approximately 12:00 PM, observation revealed

- one (1} extra-high ternperature solder-type

- sprinkier head being uiilized for the Kitchen hood
suppression system with no documention of the

' required 5 year interval festing of the exfra-high

temperature sprinkler head, When asked, the

. Maintenance Supervisor stated the facility was

| unaware of the 5 year interval testing

i fequirement.

Actual NFPA standards:

. Item #1
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Printed: 10/15/2015

/ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES —_ OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (Xd) DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A. BUILDING 01 - HELPING HANDS OF COMPLETED
GOCDING
135134 8. WING 10/06/2015
MAME QF PROVIDER OR SUPPLIER STREET ABDRESS, CITY, STATE, ZIP CQDE
BENNETT HILLS GENTER 1220 MONTANA STREET
GOODING, ID 833320
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (3)
FREFIX {EACH DEFICIENGY MUST BE PRECEDED 8Y FULL REGULATOR r PREFI {EACH CORRECTIVE ACTION SROULD BE COMPLE’V‘ON
TAG OR LSC [DENTIFYING INFORMATION) TAG CROS5-REFERENCGED TO THE APPROFPRIATE DATE
i . DEFIGIENGY)
| K062 Caontinued From page 11 LoKoe2:

| NFPA 26

2-3.4* Antifreeze Systems.

- The freazing point of solutions in antjifreeze shall :

be tested annually hy measuiing the specific
gravity with a hydremeter or refractometer and
adjusting the solutions if necessary. Solutions

_shall be In accordance with Tables 2-3.4(a) and
* (D).

- The use of antifreeze solutions shall be in
“accordance with any state or local health

. regulations. [See Table 2-3.4(b).]

Cltern #2
" NFPA 25

2-3.1.1* !
Where sprinklers have been in service for 80 i
years, they shall be replaced or representative ,
samples from one or more sample areas shall be

submitted {o a recognized testing laboratory

- acceptable to the authorily having jurisdiction for |

" repeated at 10-year intervals,

field service testing. Test procedures shall be
Exceplion No. 1. Sprinklers manufactured prior :
to 1920 shall be replaced.

Exception No, 2; Sprinklers manufactured using -

fast response elements that have been In service E
- for 20 years shall be tested. They shall be

‘retested at 10-year Intervals,

. Exceptlan No. 3% Representative samples of

" solder-type sprinklers with a temperature

- classification of extra high [325°F (163°C)] or .

! greater that are exposed to semicontinuous to

continuous maximum allowahle ambient
temperature conditions shall be tested at 5-year
intervals.

" Exception No. 4: Where sprinklers have been In

" service for 76 years, they shall be replaced or

. Tepresentative samples from one or more sample

_areas shall be submitted to a recognized testing :
lahoratory acceptable to the authority having '
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on October 8, 2018 at approximately 9:00 AM, it ;
was revealed the facility failed fo exercise the
generator under load for 30 minutes per month to
30 percent of the EPS nameplate rating of the
generator. The facllity also failed to conduct an

" annual load bank test with supplemental loads to ¢

- meet requirements when the monthly

. tequiremants could not he obtained. When

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING 01 - HELPING HANDS OF COMPLETED
GOODING
135134 B WING 10/06/2015
MAME CF PROVIDER OR SUFPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE
EENNETT HILLS CENTER 1220 MONTANA STREET
GOODING, 1D 83330
4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (5)
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY  PREFIX {(EACH GCORREGTIVE AGTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TQ THE APPROPRIATE, DATE
: DEFICIENCY)
K062 Continued From page 12 K082 .
jurisdiction for field service testing. Test :
_pracedures shail be repeated at 5-year intervals. !
" *See Table 2-1 Summary of Sprinkler System
. Inspection, Testing, and Maintenance.
K144 NFPA 101 LIFE SAFETY CODE STANDARD '
8s=F. A + K144 -F 110915
Generatars are inspected weekly and exerclsed .
. under load for 30 minutes per month in 1 IT"? 'Qa'"éenanc‘; ;”agggef had e ggnarator
dance with NFPA 99, 3.44.1. ested under load for 30 minutes o 30 pecent of
aceordance \' . {ie EPS nameptate rating on 11/09/15. The 2
hour anywal Joad bank test was also completed on
1110915.
2} The documentation for both findings 1s being kept
in g binder in the mainfenance manager’s office
and ls now up to date as of 11£9/15.
: 3) Weekly documentation o assure that the 2
* This Standard is not met as evidenced by: findings remain in compliance will be completed
- Based on record review and interview, the facility by the,m,amtenance manager o 4 weeks.
failed to exercise the generator under load to , ,
 meet lhe requirements of NFPA 110. Failure to g lga maintenance manager has received
. aperate the generator under load could lead to : ucalion from the admllmstrator regarFI:ng lhe
. the system not operating correctly when required. - mpor tance documentalion of the required tests;
This deficient practice affected all residents, staff - this was completed by 10/28/15,
and visitors on the date of suivey, The facility is o
licensed for 80 SNF/NF beds with a census of 2g ; 9} The & weekly audits results performed by ihe
- on the day of survey. : maintenancs manager will be reviewed by the
_ quality cemmittee in the November and December
" Findings include: QAP] meetings. The QAP meelings will be held
on 11412115 and 12110115, Further action by the
During review of the generator inspection records QAPT team wiil be taken if necessary at that ime.

i
!
i
H
1

i
8
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STATEMENT OF DEFIGIENCIES {%1) PROVIDER/SUPPLIER/CLIA
AMD FLAN OF CORRECTION IDENTIFICATION NUMBER:

136134

(%2} MULTIPLE CONSTRUGTION

GOODING
B, WING

A, BUILDING 01 - HELPING HANDS OF

(X3) DATE SURVEY
COMPLETED

10/06/2015

NAME OF PROVIDER OR SUPPLIER
BENNETT HILLS CENTER

STREET ADPRESS, CITY, §TATE, ZIP GODE
1220 MONTANA STREET
(GOODING, ID 83330

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
TAG QR L3GC IDENTIFYING INFORMATION)

PREFLX {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY

I PROVIDER'S PLAN QF CORREGTION S
PREFIX {(FACH CORRECTIVE ACGTION SHOULD BE 1 COKPLETION
TAG CROSS-REFERENCED T THE APPROPRIATE . VATE

CEFICIENCY)

- d

K 144 Continued From page 13

: was load testing monthly for 30 minutes monthly
» but could not get a 30 percent load and was
; delinguent oh the annual load bank test.

- Actual NFPA standard:

NFPA 110 1998
6-4.2*
Generator sets in Level 1 and Level 2 service
shall be exerclsed at least ance monthly, for a
minimum of 30 minutes, using one of the
following mathods:
{a) Under operating temperature conditions or at -
not less than 30 percent of the EPS nameplate
: rating
(b} Loading that maintains the minimum exhaust -
. gas lemperatures as recommended by the
f manufacturer

The date and time of day for required festing shall
: be decided by the owner, based on facillty
: gperations,
.6-4.2.1

Equivalent loads used for testing shall be

" in case of failure of the primary source.

16-4.2.2

t Diesel-powered EPS installations that do not

: meet the requiremants of 6-4,2 shall be exercised .
" monthly with the available EPSS load and

. exercised annually with supplemsntal loads at 26
' percent of namenplate rating for 30 minutes,

. minutes, fallowed by 75 percent of nameplate
rat[ng for 60 minutes, for a total of 2 continuous
hours

. asked, Malntenance Supervisor stated the facility

automatically replaced with the emergency loads .

. followed by 50 percent of nameplate rafing for 30 -

K 144
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