| DAHO DEPARTMENT OF

i HEALTH « WELFARE

C.L “BUTCH" OTTER ~ Govemor DEBBY RANSOM, R.N,, R H.LT ~ Chigf
RIGHARD M. ARMSTRONG - Directar BUREAU OF FACILITY STANDARDS
3237 Hder Sirest

P.C. Box £3720

Hoise, ldaho 83720-0009

PHONE: {208) 334-6525

FAX: (208) 354-1888

E-mait: fsb@dhw idano.gov

January 29, 2014

‘William Evans, Administrator
Emerald Surgical Center

811 North Liberty

Botse, TD 83704

RE: Emerald Surgical Center, Provider #13C0001017

Dear Mz, Evans:

This 1s to advise you of the findings of the Medicare Fire Life Safety Survey, which was
concluded at Emerald Surgical Center on January 22, 2014,

Enclosed is a Statement of Deficiencies/Plan of Correction, Fomm CMS-2567, listing Medicare
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of
Correction. It is important that your Plan of Correction address each deficiency in the following
manner.

1. Answer the deficiency staiement, specifically indicating how the problem will be,
or has been, corrected. Do not address the specific examples. Your plan must
deseribe how you will ensure correction for all individuals potentially impacted by
the deficient practice.

2. Identify the person or discipline responsible for monitorng the changes in the
system to ensure compliance is achieved and maintained. This 15 to include how
the monitoring will be done and at what frequency the person or discipline will do
the monitonng,.

3. Identify the date each deficiency has been, or will be, corrected.

4. Sign and date the form(s) in the space provided at the bottom of the first page.
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January 29, 2014
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After you have completed your Plan of Correction, refurn the onginal to this office by
February 11, 2014, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
call or wrife this office at (208) 334-6626.

Sincerely,
MARK P. GRIMES

Supervisor
Facility Fire Safety & Construction Program

MPG/I;

Enciosures
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K 000 INITIAL COMMENTS

The ASC 15 one (1) hour separated from the
genersl office practicg; thare are two (2) remote
exterior doars direclly from the ASC; there s a

! complate fire alarm system with smoke detection
| in habitable spacs of the ASC and also extands
into the atiached affice praciice; @ propane

| powered, on-site automatic generator suppies

! amergency power fo the AST as batiery packs for
the lliuminated exii signe. Pipad I oxygan,
nirous, and vacuum are proviged o the pre/post

t ap stations and the progedure room. Portabls fire
I extinguizhers are alse provided throughout,

The facility was surveyed on January 22, 2014
under the provisians and applicabie fire/iife safety
requirements [l.e., 416.44(b)j sat forth under
Madicare (i.e., Title XV} for ceriffication as an
Ambulaiory Surgary Cenet. Tha fallowing

geficiencies were cited during the recertification
survey.
i

The survey was condustes by

Tarm Mroz CF-H
Health Facility Surveyor
Faciiity Fire Safety & Construction Program

K 0580] 416.44(b)(1) LIFE SAFETY CODE STANDARD

Fire drills are held at unaxpected times under
vatying condifions, at least quarterly on each
shift. The staff is famittar with procadures and is

POK 000

|

awgre that drlls are part of established outine,
20.7.1.2,21.7.1.2

This Standard is not met as evidencsd by
Based on record review and inferview it was
determined that the faciity did not conduct one
fire drill per shift per quatter. Failure to

L
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| Corrective action- Fehruary 18, 2014 Emerald

Fire Drills

Surgical Center Policy on Emergency drills
reviewed with the staff member assigned to
coordinzte the drills. Quarterly Fire drill forms
will be returned to the Nurse Director, whio will
review for completion and suggestions for
improvement. Verification of quarterly drills

is also included in Q1 quarterly record,

A - T~/

Any defidiency staternant ending with &h asterisk £ denotes & deficiency which the lnstitution may be exctsed from comecting providing i Is determined that
ather safeguards provige suffickent protection o the patients. (Ses instructions.) Excent for nursing hornes, the fndings stated sbove are disclosabla B0 days

foliowtny tha date of sirvey whaiter of not a plan of carre;

cflen is provided. For nursing homes, the abeve findings nd plans of corraction are disclesabla 14

days following thy date these docurments ar made avaliable to the faclity. if deficiencies are cited, sn approved plan of coraction is requisite to continued

__program pariicipation,
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adagquaisly conduct drills for all shifts can result iy
staff nat being tained te react appropriately in an
emergency.

Findings include:

During record review on January 22, 2014 at 8:35
A, the facilty was unabie io provide
dacumantation for conducting three of four drilis

| for the previous twatve month period. Whan
guesticnad about ihe documentation for the drills
the Nurse Director staied that the facility changed
the drill recording respensibiity o ancther s
member and was unaware the drils were
missing.

Actual NFPA Standard;

NFPA 21
21742
Fire dtifls in ambulatory healih care facififies shall |
include e transmission of a fire alarm signal and
simuiation of emargency fire conditions. Drills
shall be conducted quarterty on each shift to
famiiiarize facility persunnel (nurses, imems,
mattenance engineers, and administrative staff)
with the signals and emergency action reguired
under varied condifions, When drills are
conducted between 2:00 p.m. (2100 bours) and
6:00 a.m. (0800 hours), a coded announsamant
shall be parmitied o be used instead of audible

alamns, N L
K 144 418.44(b)(1) LIFE SAFETY CODE STANDARD K 144 /Generator yuns/ inspection
Corrective action- Janvary 23 2014 Generatos
oo s ooy g sarsas | og fom s tangd s dommntion
' © times start and stop of monthly run an
gcfgrdance with NFPAG9.  3.4.4.1, NFPA 110, i’;ael‘i‘lf;‘;s " msp=cn§n N, D?’i’mctor i
- perform the weekly visual inspections and monthly
generator runs.

—]
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. This STANDARD is not met as evidenced by:

. in accordance with NFPA 110. Failure to conduct

' documented 30 minute monthly load tests or
- weekly inspections for the previous twelve month

| NFPA 110 Standard for Emergency and Standby

: Level 1 and Level 2 EPSSs, including all

accordance with NFPA 99,
842

3.4.4.1, NFPA 110,

Based on record review, interview and
observation it was determined that the facility did
not ensure that the emergency generator was
being ioad tested monthly or inspected on a
weekly basis and that the generator location was

monthly load tests or inspect the generator on a
weekly basis could result in the generator not
starting or functioning properiy in the event of a
power outage.

Findings inciude;

During record review on January 22, 2014 at
10:40 AM, the facility was unable to provide

period. When this deficient practice was
discussed with the Nurse Director she stated that
the generator ran monthly on a timer but was
uncertain how long it ran for. She was unaware
of the weekly emergency generator inspection
requirements.

Actual NFPA Standard:

Power Systems 1999 Edition
6-4 Operational Inspection and Testing.
6-4.1*

appurtenant components, shall be inspected
weekly and shalt be exercised under load at least

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFECATION NUMBER: A BUILDING 01 - ENTIRE ASC WING COMPLETED
13C0001017 B. WING 01/22/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF CODE
EMERALD SURGICAL CENTER B11 NORTH LIBERTY
BOISE, ID 83704
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION (X5)
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
K 144  Continued From page 2 K144
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" monthiy. :
6-4.2%

Generator sets in Level 1 and Level 2 service
shall be exercised at least once monthly, for a
-minimum of 30 minukes, using one of the
| following methods:
i {8) Under operating temperature conditions or at
not less than 30 percent of the EPS nameplate
rating’
{b} Loading that maintains the minimum exhaust
gas temperatures as recommended by the a
manufacturer I
The date and time of day for required testing shall : L
be decided by the owner, based on facility :
operations.
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