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Dear Mr Dransfield:

On June 8, 2017, a Facility Fire Safety and Construction survey was conducted at Bridgeview
Estates 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
ar¢ required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form 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 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 June 29, 2017. Failure
to submit an acceptable PoC by June 29, 2017, may result in the imposition of civil monetary
penalties by July 19, 2017.

- Your PoC mﬁst contain the following:

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

e 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 not recur;

e 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. If a State Form was issued as well, it should also be signed, dated and returned.

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 July 13,2017,
(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 July 13,
2017. A change in the seriousness of the deficiencies on July 13, 2017, may result in a change in
the remedy.



Darin Dransfield, Administrator
June 16, 2017
Page 3 of 4

The remedy, which will be recommended if substantial compliance has not been achieved by
July 13, 2017, includes the following:

Denial of payment for new admissions effective September 8, 2017.
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 admissions.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on December 8, 2017, 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 corrected, you may contact Nate Elkins, Supervisor,
Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder Street, PO Box
83720, Boise, ID. 83720-0009, Phone #: (208) 334-6626, option 3; 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 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 reniedy, 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 June 8, 2017, 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 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:

BFS Letters (06/30/11)

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

This request must be received by June 29, 2017. If your request for informal dispute resolution
is received after June 29, 2017, 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, option 3. i

Sincerely,

TP S

Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/]j
Enclosures
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¥ 000 | INITIAL COMMENTS K000
' , Fifth, that the dispenser shall be tested in
The facility is a single story, type V (I} building accordance with the manufacturet’s care
COthI‘UC‘ted in 1992 with an addition in 1996. The and use instmctions eﬂch timc a4 new reﬁu
bullding is fully sprinklered and has axits to grade. is installed
A two haur wall separates the Skilled Nursiriy” ‘ '
Facility from Assisted Living Facility and . ' . , .
independent apartments. Currently the fac!llty is Sixth, tha‘t the dlspenSEE 8 d.es‘1 80,
licansed for 116 SNF/NF beds. construction ztm:! operation is 1'n..such a
. matner that accidental or malicious
The following deficiencies were cited during the activation of the device is minimalized,
annual life safety code survey conducted on June '
8, 2017. The facility was surveyed under the In addition to the six steps of ingpection, a
LIFE SAFETY CODE, 2012 Edition, Existing log sheet will be generated to record
gre:%ltga C%a;g Oceupancy, in acscordance with 42 results of each dispenser change ot new
e ‘ installation. Furthermore, an electronic
The Survey was conducted by: work prder will be implemented into the
Y 4 -+ |facilities “TELS” system that generates a
Linda Chaney 0 monthly taslf to inspect the overall
Health Facility Surveyar process. This inspection will be overseen
. |Facility Fire Safety & Construction , by maintenance.
K 325 | NFPA 101 Alcohol Based Hand Rub Duspenser K 325
88=F | (ABHR) As part-of the QA process, taintenance
. will report its findings, monthly, during
Alcohol Bassd Hand Rub Dispenser (ABHR) regularly scheduled QA meetings and
ABHRs are protected in accordance with 8.7.3.1, stand up. In order to facilitate corrective
uniess all conditions are mat: ne up- s and remomt
* Corridor s at least 6 feet wide action, recording, and reportimg,
* Maximum individual dispenser capacity Is 0,32 maintenance will label cach dispenser in
gallons (0.53 gallons in suites) of fluid and 18 the facility for reference,
ounces of Lavel 1 aerpsols .
* Dispensers shall have a minimum of 4-foct Lastly, Maintenance will provide an in-
herizontal spacing service with the director of housckeeping
* Not more than an aggregate of 10 Q:a"‘:’ns of as to refill instructions, inspections, and
fiuid or 135 ounces aerosol are used in a single reporting '
smoke compartment outside & storage cabinet, '
excluding one individual dispenser per room . . ,
* Storage in a single smoke compartment greater ThIeST ;cgg’{‘;’ will be implemented by
July 13, .

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X&) DATE

Any daficiency statement ending with an asterisk (*) danotas a deficiency which the Institution may ba excused fram corranting providing it i datermined that
uther aafeguards provide sufficlant protaction to the patients. (3ae Instructions,) Excapt far nursing hurmes, the findings stated abave ara disclosable 80 days
following the data of survey whether or net a plan of camrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days follewing ther data these doguments sre made avallable to tha facility. If deficiencies are eited, an approved plen of sorrection ts raquisite to continued

program parigipation.

FORM CMS-25B7(02-89) Pravious Verslors Obzolete

Event 1Dy WIDR214

Facliity 10: MDS001030

If continuation sheet Page 1 of 8
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' DEFICIENCY)
K 325 | Continued From page 1 K 325 7/13/2017
than 5 galions complies with NFPA 30 As a result of the corrective actions, all
* Dispensers are not installed within 1 inch of an Aleohol Baged hand Rub Dispensers
Lgnnltion source ‘ {ABHR) will be in compliance with
| smﬁﬁaﬁffiﬁm %aor%eggf; rm;g arein NFPA standards in order to provide a safe
| “ ABHR does not exceed 95 percant alcohol f;;/"'cl’g‘]ri“em for tesidents, employees, and
* Operation of the dispenser shall comply with e public.
Section 18.3.2.6(11) or 19.3.2.6(11) ‘ : ,
* ABHR is protected against inappropriate access It iz noted that substandard compliance
18.3.2.8, 18.3.2.6, 42 CFR Parts 403, 418, 460, with the NFPA standards for dispensers
482, 483, and 485 places the entire resident population at
This STANDARD is not met as evidenced by; risk as well ag staff and visitors,
Based on record review, observation and
interview, the facility failed to ensure Alcohol Tn order to be in compli ith NF
. ! f , : pliance with NFPA
Based Hand Rub Dispensers (ABHR) were ‘standards, housekeepers and maintenance
maintained in accordance with NFPA 101, Failure i1l check the followine at sach & ¢
to test and document the operation of ABHR Ful eheek the foflawing at cach Ume of
digpensers in accordance with the manufacturer's refill or new installation of the ABHRs:
care and use instructions each time a new refill is ) ) ]
installed could result in inadvertently spilling First, the dispenser will be checked to
flammable liquids, increasing the risk of fires. make sure it does not release its contents
This deficient practice affected 56 resldents, staff except when the dispenser is activated,
and visitors on the date of the survey. The facility either manually or automatically by
is licensed for 118 SNF/NF residents and had a touch-free activation.
census of 56 on the day of the survey.
Findings include: Second, the ABHR‘S wllll be check'ed to
' ensure that any activation of the dispenser
Duting the review of facllity inspection records shall oceur only when an object is placed
conducted on June 8, 2017 from approximately within 4 in. of the sensing device.
8:30 AM to 11:00 AM, no records were available .
| indicating ABHR dispensers are tested In Third, that an object placed within the
f‘c‘ftorg?nce W}:‘h mE‘”UfaCt'}']'l‘ﬁrigat"jl agdptléliR activation zone and loft in place does not
nstructions when 2 new refill is instalied. cause more than one activation.
digpensers were observed throughout the facility e " on
and when asked, the Maintenance Diractor stated .
the facility was not aware of the requirement to Tpurth, that the dtsp'cnser does not
test ABHR dispensers each time a new refill is dlsmﬂse more solutmp than the: amount
installed. required for hand hygiene consistent with
FORM CMS-2687(02-99) Previous Versiona Obzolate Event ID: WIDR21 If montinuation sheet Page 2 of 5 ‘
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NFPA 101

. 19.,3.2.6* Alcohal-Based Hand=-Rub Dispensers.

! (4) Dispensers shall be separated from each

Actual NFPA standard;

Alcohol-based hand-rub dispensers shall he
protected in accordance with 8.7.3.1, unless all of
the following conditlons are met:
{1) Where dispensers are instalied in & corridor,
the corridor ghall have a minimurm width of 8 ft
{1830 ).
{2) The maximum individual dispenser fluid
capacity shall be as follows:

(=) 0.32 gal (1.2 L) for dispensers in roorms,
corridors, and areas open 1o corridors

(b) 0.53 gal (2.0 L) for dispensers in suites of
raoms
(3) Where agrosel containers are used, the
maximum capadity of the aerosof dispanser shall
be 18 0z, (0.51 kg) and shall be limited to Level 1
seragols as defined in NFPA3GE, Code for the
Manufacture and Storage of Aerosol Products,

other by harizantal spacing of not less than 48 in.
{1220 mm).

(6) Not more than an aggregate 10 gal (37.8 L) of
aleohol-hased hand-rub solution or 1135 0z (32.2
kg) of Leval 1 aernsols, or a combination of .
liquids and Level 1 serozolz not o excesd, in
total, the equivalent of 10 gal (37.8 L) or 1135 oz
{32.2 kg), shall be in use outside of & storage
cabinet in & single smoke compartment, except
as otherwise provided in 19.3.2.6(8).

(&) Ore dispenser complying with 18.3.2.6 (2) or
(3) per room and located in that room shall not be
included in the aggregated quantity addressed in
18.3.2.6(5).

{7) Storage of quantilies greater than 5 gal (18.9 |

FORM CMS-2667(02-99) Previous Versions Obealete

Event ID: WIDR21

Fadifily [D: MDSON1080

If continuation sheet Page 3 of 5
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{(%4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATDRY OR LBC IDENTIFYING INFORMATION)

ID
PREFRIX
TAG

PROVIDER'S PLAN QF GORRECTION

DEFIGIENGY)

{EACH CORRECTIVE AGCTION SHOULD BE COMPLETION
GROS%-REFERENCED TO THE AFFROPRIATE bATE

(8)

K 325

| smoke compartments,

Continued From page 3

L) in a single smake carnpartment shall meet the
requirements of NFPA 30, Flammable and
Combustible Liquids Code.

(8) Digpensers shall not be installed in the
following locations:

(a) Abave an ignition source within a 1 in. (25
mm) herizantal distance from each side of the
ignition source

{b) To the side of an ignition source within a 1
in. (25 mm) horizontal distance from the ignition
aQurca

(¢) Beneath an ignition source withir a 1 in.
(25 mm) vettical distance from the ignition

20Urce
(9) Dispengers instailed diractly over carpatad
floars shall be permitted only in sprinklered

{10) The alcahol-based hand-rub selution shail
not exceed 95 percent alcohol content by volume,
(11) Qperation of the dispenser shall comply with
the following critaria:

(a) The dispenser shall not release its
contents except when tha dispenser is activated,

either manually ar automatically by touch-frae
activation. ‘

(b} Any activation of the dispenser shall aceur
only when an object is placed within 4 in. (100
mm) of the gensing davice,

(c) An object piaced withir the activatlon zone
and left in place shall not cause more  than one
activation.

(&) The dispenser shall not dispanse more
solution than the amount required far hand

hygiene consistent with label instructions.

{@) The dispenser shall be designed,
canstructed, and aperated ity & manner that
enslres  that accidentsl or malicious activation
of the dispensing device is minimized.

(F) The dispenser shall be tested in

K325

FORM CMs~2567(02-99) Previcus Verslons Obzoiete Event ID; WIDR21
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" gecordance with the manufacturer’s care and use
instructions each fime a new refill is installed,
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