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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER 
LETTER 

Dear Ms. Durham: 

On October 24, 2017, a Facility Fire Safety and Construction survey was conducted at Prestige 
Care & Rehabilitation - The Orchards 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, 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 (XS) 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 November 19, 2017. 
Failure to submit an acceptable PoC by November 19, 2017, may result in the imposition of civil 
monetary penalties by December 9, 2017. 

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; 

• What 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 adminish·ator 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 may be recommended for imposition by the Centers for Medicare and Medicaid 
Services (CMS) if your facility has failed to achieve substantial compliance by, (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 . A change in the seriousness 
of the deficiencies on, may result in a change in the remedy. 

The remedy, which will be recommended if substantial compliance has not been achieved by , 
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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 Tetm Care Informal Dispute Resolution Process 
2001-10 IDR Request Form 

This request must be received by November 19, 2017. If your request for informal dispute 
resolution is received after November 19, 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. 

Sincerely, 

~~.· 
Nate Elkins, Supervisor 
Facility Fire Safety and Construction 

NE/lj 
Enclosures 
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includes the following: 

Denial of payment for new admissions effective . 
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, 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 1mtil 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 24, 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: 

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFa 
cilities/tabid/434/Default.aspx 
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CENTER$ FOR MEDICARE & MEDICAID SERVICES 

STATEMEN'T OP DEFIC]ENCIE"S • (X1) PRO\/IDER/SUPPLJER/CLIA . 
AND PlAN Of CORRcCTION IDENTIFICATION NUMBER, 

135103 

NAME OF PROVIDER OR SUPPLIEaR 

PRESTIGE: CARE & REHAl31LITATION • THI! ORCHARDS 

()(4) ID . 
PREFIX 

TAG 

SUMMARY STAHMl!NT OF DEFICIENc1es 
(EACH DJ;.f\CIENCY MUST Bl! PRECEDED BY FULL 

REGULATORY OR L$C IOENTIPYlNG INFORMATION) 

K 000 INITIAL COMMENTS 

. '' 
No.6130 P. 2 

PRINTED: 11/06/2017 
FORM i\P,PROVE~ 

0MB NO. 0938-0391 
{X2) MULTIPLE CONSTRUCTION' ()($) DATE SURVEY 

COMPLETED A. BUILDING 01. ENTIRE !lUILD\NG 

B,WING 

10 
PREFIX 

TAG 

STREIT ADDRESS, CITY, STAT<, ZIP CODE 

1014 8URRSLL AV!!NUE 

LEWISTON, ID 83501 
. PROVIDER'S PLAN OF CORREcr10N 

{EACH CORRECTIVE ACTION SHOULD B~ 
CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

KI00-F 
What corrective action will . 

KOOO 

10/24/2017 

{XS) 
COMPLET'ION 

DATE 

The facility is a single story type V (111) structure b.: accomplished for those 
completed In 1958, with an addition of residents found lo hope 
comparable construction. The facility is been affected by the 

+-----+-,,sp"'r"'ln,.k"'le"re'""'d""w"""'ith=-a"'n"'ew=fi"'re"a"'l"'ar,,,m.-,,-an.,d""s"'m""""'ok"'e"""s--+----t--- deficient practice 
e ec ,on sys em ms a e in . e u, 1ng The facility has completed 

has a partial basement which is used for storage 
and maintenance. The building is currently and implemented a water 
licensed tor 127 beds. management plan, which 

The fellowing deficiencies were cited at the above 
facility during the annual fire/life safety code 
swvey conducted on October 24, 2017. The 
facility was surveyed under the LIFE SAFETY 
CODE, 2012 Edition, Chapter 19, Existing 
Healthcare Occupancies, in accordance with 42 
CFR 483.70, 483.80 and 42 CFR 48<>.65. 

The Survey was conducted by: 

Linda Chaney · 
Health Facility Su,veyor 
'Facility Fire Safety and Construction 

includes a risk assessment 
and testing protocols far the 
prevention of waterborne 
pathogens such as 
Legionella 

How will the facility 
identify other residents 
h.llVing the potential to be 
affected by the same 
deficient practice and what 

K 100 NFPA 101 General Re~uiremsnts • Other K 100 
corrective action will l,e 
taken ss~P 

LABORATO 

General Requirements • other 
List in the REMA!'(KS section any LSC Section 
18.1.and 19.1 General Requirements that are not 
addressed by the provided K~tags, but are 
deficient. This information, along with the 
applicable life Safety Code or NFPAstandard 
citation'. should be included on Form CMS-2567. 
This STANDARD is not me; as evidenced by; 
Based on record review, and interview, the 

facility failed to develop and implement a water ' 
management plan. Failure to develop snd 
Implement a facility specific water management 
plan coul_d increase risk of growth and spread of 

All fµct/ity residents have 

-r.·;,"1lfoJilit@tjfllflfl~1.1l.1 .{ ··.PJJ .•. · ected 
~y '1!/e 'tt/JfiiJif}}tfl_(lfice 

hlial~iasur.,;~ir be put 
in to place or what systemic 

. y :Jrlf~1~1!{!r'ake to 
ensure 1lii111h"f!t!ef[icient 
practice does not rec11r 
. The facility has completed 
and implemented a water 

(X8)0AT6 

,,\,'t\ 
Any deficiency statement 6'/'Jding with an asterisk f*') denotes a deliciency which the in5\JtutiOn may be excused from correeting providing it is determined that 
other safeguards provide sufficient protection to the patients. {See instructions.) Exce})I for musing homes, the findings stated above. are disclosable 90 days 
following the date of survey whether or riot a plan of eorreetlon is provided. ·For nursing homes, the above findings and plans of correclion are disc:.:loSelble 14 
days following the date these documer,ts are made available !o the facility. If deficiencies are eiled, an apptoved plan of correction is .requi~ite to continued 
program participatlori. 

,- .. __ , ,r-,.. U1 lrl?1 f=RrltilV If)· MnSnn17Rfl If rnnflr"'lm::iilnl'I ~ho::,.o::,./ D!'ln<> i AF 11'\ 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE&. MEDICAID 

0

SER.VlGES 1 

No. 6130 P. 3 

' . ' 
STATE'.MENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

(X1) PROVIDERJSUPPLii,R/CLIA 
IDENTIFICATION NUMBER: 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 01 • ENTIRE BUl~f;)ING 

{X3) DATE SURVEY 
COMPLEiEO 

135103 B. WING 

NAME OF PROVIDER OR SUPPLIER STREEl' ADDReSS, CITY, STATE, ZIP CODE 

1014 BURRELL AYENUo 
PRESTIGE CARE & REHABILITATION• THE: ORCHARDS LEWISTON, ID 83501 · 

(X<) ID 
PREFIX 

TAG 

SUMMARY STATEM~NT OF Oi,FICIENCIES 
{EACH DoFIClsNCY MUST BE PRECEDED av FU,L 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

JD 
· PREFIX 

TAG 

PROVIDi,R'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPF!IAH 
DeflCIENCY) 

management plan, which 
· K 100 Continued Frain page 1 K 100 includes a risk assessment 

Legionella and other opportunistic pathogens in d · t l fi th 
building water ·systems. This deficierit practice an teSling pro ocq s. or e 
could potentially affect au residents, visitors and prevention ofwaierborne. 
staff on the date of the survey. The facility is · pathogens such as 
licensed for 127 SNFl\'/F residents end had a Legionella 

-r---t-=w,=•ww,1<nfcu,.~:o;-ror.,,tt .. 1Fr,~.i=-,-iiurf-,tma ... re"rn.;rv<."<r,, -----+---+-

FiMdings include: 

During the review of facility records on October 
24, 2017, from approximately 8:30 AM to 12:00 
PM, no records were available demonstrating the 
facility had completed or implemented a water 
management plan, which included a risk 
assessment and testin9 protocols for the 
prevention of waterborne pathogens such as 
Legionella. When asked about the missing 
documentatiOn, the interim Maintenance Director 
stated he was not aware of the requirement for 
such a plan, 

CFR standard: 

42 CFR 483.6$ 

§ 483.65 Infection control. 
The facility must establish and maintain an 
infection control program designed to provide a 
safe, sanitary, and comfortable environment and 
to help prevent the development end 
transmission of disease and infection, 

Additional reference; 
Center for Medicaid/Medicare Services S &. C 
lettslr 17-30 , 

K 325 NFPA 101 Alcohol Based Hand Rub Dispenser 
SS"F (ABHR) , 

K325 

How will the corrective 
action be monitored to 
ensure tlle deficient 
practice will not recur 
Facility Maintenance 
Director will review the 
water management plan m 
the Monthly QAPI 
Committee x 's 3 months 
then quarterly x3, to ensure 
compliance and assist with 
farther plan of action of 
needed' 

Date the deficient practice · 
correct/011 will he 
completed 
12/01117 

10124/2017 

(X5) 
COMPU:'TJON 

DA1E 

FO.RM CMS-2$$7(02-99) Prevlou, Wr~i~n& Obsolete Even\ ID; HIJ021 Facility 10: MDSOOt780 If continuation sheet Parr1e 2 of 10 
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,, 
DEPARTMENT OF HEALTH ANi;J l'lUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATgMl::NT OF DE:flCIE"NCIES 
: .sNO PLAN Of CORRECTION 

NAME OF PROVIDER OR SUPPLIER 

{X1) PRDVIDEF\ISUPPLleR/CUA 
IDENTIFICATION NUMBER: 

135103 

PRESTIGE CARE & REHABILITATION • THE ORCHARDS 

(X2} M~LTIPLE CONSTRUCTION 

A. BUILDING 01 • eNTIRE BIJILOING 

_B.WING 

STRE!;T ADORES$, Cl1Y, STAT!", ZIP COOi: 

. 1014 SURRELL AVENUE 
LEWISTON, ID 83.501 

PRINTED: 11106/201 f 
FORM APPROVED 

6MB NO 0938-0301 
(10) DATE SURVEY 

COMP.STED 

10/24/2017 

(X4)1D 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IOENTll'YING INFORMATION) 

JD 
PReFJX 

TAG 

PROVIDER'S PLAN Of' CORRoCTION 
(1'ACH CORR!;CTIVEACTION SHOUW BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

jXfil 
COMPL.ET10t4 

o,n, 

K 325 Continued From page 2 K 325 K 325-F 
Alcohol Based Hand Rub Dispenser (ABHR) What corrective action will 
ABHRs are protected in accordance witn 8.7.3.1, he accomplisltedfor those 
unless all conditions are met: residents fo1md to have 
• Corridor is at least 6 · feet wide bee11 q/Jected by tlie 

,_ __ __,_·~M=ax=i~m=u~m~i-n=di~v·~,d=u=al~d=ls,m~='e~ns~e=r~ca=m=,a=c=it~vis~O~.J~2~-1----------,f-- deficient practice 
gallons (0.53 gallons in suites) of fluid and 18 All alcohol based hand rub 
ounces of Level 1 aerosols 
• Dispensers shall have a minimum of 4-foot dispensers were 
horizontal spacing immediately tested fn 
* Not more than an aggregate of 10 gallons of accorda11ce with 
fluid or 135 ounces aerosol are used in a single manufacturer's care and use 
smoke compartment outside a storage cabinet, 
excluding one individual dispenser per room instructions 
• Storage in a.single smoke compartment greater 
than 5 gallons complies with NFPA 30 
• Dispensers are no! installod within 1 inch of an 
ignition source 
• Dispensers OV'ilr carpeted floors are in 
sprinklered smoke compartments . 
• A8HR does not exceed 95 percent alcohol 
• Operation of the dispenser shall comply with 
Section 18.3.:2.6(11.) or 19.3.2.6(11) 
• ABHR is protected a~alnst ioappropria!e access 
18.3.2.6, 19.3.2,6, 42 CFR Parts 403,418,460, 
482, 483, and 485 
This STANDARD is not met as evidenced by: 
Based on reoord nwiew, observation and 
interview, the facility failed to ensure Alcobol 
Based Hand Rub Dlspen·sers (ABHRi were 
maintained in accordance with NFPA 101. Failure 
to test and document the operation of ABHR 
dispensers in accordance with the manufadurer1s 
care and use Instructions each time a new refill is 
installed could result In Inadvertently spilling 
flammable liquids, increasing the risk of fires: 
This deficient practice affected all residents, staff 
and visitors on the date of the syrvey. The facility 
is licensed for 127 $NF/NF' residents and had a 
census of 5·5 on the day of the survey. 

Event ID:HU021 

How will the facility 
ide11tlfy olhef residents 
having tlte potential to he 
affected hy the same 
deficient practice and what 
corrective 11ctio11 will be 
taken 
All residents have the 
potential to be affected by 
the deficient practice; the 
fo,cility has conducted audit 
of all alcohol bafed hand 
rub dispensers to ensure 
patency and no spillage of 
flammable liquid 

Fll.C/!ity !0; MD$001760 If continuation sheet Page 3 of fO 
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,. 
DEPARTMENT OF HEAtTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE·& MEblCAID SERVICES 

STATE:MENT OF DEFICIENCIES (X1) PROVIDER/SUPPLlER/CLlA < 
AND P\.AN OF CORRECTION IDENTIFICATION NllMBER: 

135103 

NAME OF PROVIDER OR SUPPLIER 

PRESTIGE CARE & REHMIILITATION • rHE ORCHARDS 

(XAJIO SUMMI\RY STATEMeNT OF DEFICIENCIES 
PREFIX (E'ACH DEFICIENCY MUST Bo PRECEDED BY FULL 

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 

K325 Continued From page 3 

Findings include: 

During the review of facility inspection records on 
October 24, 2017 from approximately 8:30 AM lo 
12:00 PM, no records were available ino,caung 
A8HR dispensers were tested in accordance with 
manufacturer's care and use instructions when a 
new refill is installed. ABHR dispensers were 
obse,ved throughout the facility ancfwhen asked, 
the Maintenance Director stated the facility was 
not aware of the requirement to test ABHR 
dispensers each time a new reml is installed. 

Actual NFPA standard: 

NFPA 101 

19.3.2.6' Alcohol-Based Hand-Rub Orspensers. 
Alcohol-based hand,rub dispensers shall be 
protected in accordance with 8.7.3.1, unless all of 
the following condiliens .ire met: 
(1) Where dispensers are installed in a corridor, 
'the corridor shall have a minimum width of 6 ft 
(1830 mm). 
(2) ,he maximum individual dispenser fluid 
capacity shall be as follows: 

(a) 0.32 gal (1.2 L) for dispensers in room_s, 
corridors, a11d areas open to corridors 

(b) 0.53 gal (2.0 L) for dispensers in suites 0f 
rooms 
(3) Wheie aerosol containers are use~, the 
maximum capacity of the aerosol dispenser shall 
be 18 oz. [0.51 kg) and shall be limited to Level 1 
aerosols as defined in NFPA30B, Code for the 
Manufacture ancl Storage of Aerosol Products. 
(4) Dispensers 8hall b,e separated from each 
other by horizontal spacing of not less th,m 48 in. 
(1:220 mm). 

FORM CMS-2SQ7{02~ll9) Ptev!ous Ve_r6ioM Obsolete ~vent JD; HiJ021 

No. 6130 P. 5 

PRIN'rED:' 11/06/2017 
FORM APPROVED 

0MB NO 0938-0391 
()(2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

A. BUILDING 01 • ENTIRE BUILDING COMPLETED 

B. WING 10124/2017 
STREET ADDRESS, CITY, STATE. ZIP CODE 

1014 !lURRJ;LLAVENUE 

LEWISTON, ID 83601 

ID PROVIDeR:s PLAN OF CORRECTION (XS) 
PREFIX (EACH CORRECTNE ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCED TO THEAPPROPRLI\TE DA.TE 
DEFiCIENC'\') 

K 325 
What measures will be put 
in to place or what systemic 
changes you will make to 
ensure fhat the deficient 
practice does not rec11r 
Housekeeping staff have 
been educated regarding the 
resting of alcohol based 
hand rub dispensers 
according to manufacturer's 
care and use ins(l'-uclions 
when a new refill is i11Stalled 
and to the documentation 
required to maintain 
compliance 

How will the corrective 
action be monitored to 
ensure the deficient 
practice will not recur 
Maintenance Director will 
review in Monthly QAPJ 
Committee x 's 3 months 
rhen quarterly x3, to ensure · 
compliance and asslstwith 
further plan of action of 
n~eded 

• 
Date the deficient practice 
cotrect/011 will be 
completed 
12/01117 

,,-;:1,,\,, 
Facility 1D: MOS0017QO If col"ltinuation slleet Page 4 or 10 
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DEPARTMENl'OF HEALTH AND HUMAN S!cRVICES 

' ' . CENTERS FOR MEDICARE & MEDICAID SERVICES 
S'(ATEMENJ OF DEFICIENCIES 
AND Pl/W OF CORRECTION 

IX1) PROYIDER/SUPPL\ERJCLIA 
IDENTIFICATIOW NUMBER: 

135·103 
~ME Op' P!<OV!OeR OR SUPPLIER 

PRESTIGE CARE & REHABILITATION -THE ORCHARDS 

, (X4J ID 
PREFIX 

TAG 

.SUMMARY STATEME::NT OF OEFJC!EHCIES 
(E;ACH DEFICIENCY MUST BE ~RECEDED BY FULL 

REGULATORY OR LSC IOENTIFYING IN~ORMATION) 

K 325· Continued From page 4 
(5) Not more than an aggregate 10 gal (37.8 L) of 
alcohol-based hand-rub solution or 1135 oz (32.2 
kg) of _Level 1 aerosols, or a combination of 

No. 6130 P. 6 

'PRINTED; 11/0612017 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION ' (X3) DATE SURVEY 

COMPlETcD A, BUILDING 01 - eNTll'lE BUILDING 

B.Wlt-{G 

10 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE. ZIP CODE 

1014 BURRELLAVENug 
LEWISTON, ID 83501 

PROVIDER'S PLAN OF CORReCTION 
(EACH CORREC1IVE ACTION SHOULD BE 

CROSS-R~FERENCED TO THE APPMPRIATE 
OEFICIENCY) 

K325 

10/24/2017 

/XS) 
COMPLl:110111 

PATE 

liquids and Level 1 aerosols not to exceed, in 
.. r--i-;'::! •~•~"''~h"-"j °"'"~,·~·"a';:"6":3::.nt:':of'::1'::0'::";ea~I 1~3::7'!'.8;-L~ \o/::r 1:::1~3~5..'!o:o.z+---J--------------.:l-__ _j__ 

(32.2 kg), shall be in use outside of a storag<, 
cabinet in a single smoke compartment, except 
as otheiwise provided in 19.3.2.6(6). 
(6) One dispenser cQmplying with 19.3.2.6 (2) or 
(3) per room and located In that room ·shall not be 
included in the aggregated quantity addressed in 
19.3.2,6(5). . 
(7) Storage of quantities greater than 5 gal (18.9 
l-) in a single smoke compartment shall meet the 
requirements of NFPA 30, Flammable and 
Combustible Liquids Code, 
($) Dispensers shall not be installed in the 
following locations: 

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

(b) To the side of an ignition source within a 1 
in. (25 mm) horizonl'al distance from the ignition 
source 

(c) Beneath an ignition sourc" within a 1 in. 
(25 mm) vertical distance from the·ignition 

source 
(9) Qispensers installed directly over carpeted 
floors shall be permitted only In sprinklered 
smoke compartmenls. 
(10) The alcohol-based hand-rub solution shal\, 
not exceed 95 percent alcohol conte~t by volume. 
(11) Operation of thi:> dispenser shall compty with 
the followin9 criteria: 

(a) ,he dispenser shall not release its 
contents except when the dispenser is activated, 

either Jl)anually or automatically by touch-free 
activation. · 

(b) Any activation of the dispenser shall occur 

FORM CMS-2567(02-99) Prevlo~s Versiona Obso\a\e ~vent ID: H!J021 Facil\\y ID: MOS0017130 Jf cont!nualron sM:~t Page 5 of 1 o 
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. " 
D~PARTMENT OF HEALTHAND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEM!=t-fT OF DEF1CIENCJt$ 
.ti.ND PLAN or CCR.R.ECTION 

(X1) PR~VIPERISUPPLIERICLLA 
IOENTIFlCATION NUMBER: 

135103 
NAME OF PROVIDER OR SUPPLIER 

PRESTIGE CARE & REHABIL.ITATION. THE ORCHARDS 

(X4) 10 
PREFlX 

TAG 

SUMMARY STATeMENT Or O~FICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FU,, 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

K 325 continued From page 5 
only when an object is placed within 4 in, (100 
mm) of the sensing device. · 

(c)' An object placed within the activation zone 
and left in place shall not cause more than one 

---+.a ~-cu~.ati · -
{d) The dispenser shall not dispense more 

solution than the amount required for hand 
hygiene consistent with label instructions. 
{e) The dispenser shall be designed, 

constructed, and operated in a manner that 
ensures that accidental or malicious activation 
of the dispensing device is minimized. 

{f) The dispenser !lhall be tested In 
accordance with the manufacturer's care and use 

instructions each time a new refill is installed. 
K 353. NFPA 101 Sprinkler System - Maintenance and 
SS~D Testing 

Sprinkler System • Maintehanca and Testing 
Automatic sprinkler and standpipe systems are 
inspected, tested, and maintained in accordance 
with NFPA 2·5, Standard for the IBspeGtion, 
Testing, ahd Maintaining of Water-based Fire 
Protection Systems. Records of system design, 
maintenance; inspection and testing are · 
maintained in a secure location and readily 
available. 
a) Date sprinkler system last checked 

b) Who provided system test 

c) Water sy~tem•supply source 

Provide in REMARKS information on coverage for 
, any non.required or partial automatic sprinkler 

system, 
9,7.5, 9.7.7, 9,7.8, and NFPA25 
This STANDARD Is not mel as evidenced by: 
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COMPLETcD A. BUILDING 01 • ENTIRE BUILDING 

a. WING 

ID 
PRoFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1014 BURRELL AVENUE 
LEWIS-TON, ID 83501 

PROVIDeR'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS,REFERENCED TO THoAPPROPRIATE 
DEFICIENCY) 

K353-D 
K325 What corrective action will. 

· be accomplished for those 
residenfs found to have 
been affected by the 
deficient practice 

10/24/2017 

(X5) 
COMPLETION: 

DATE 

· - TJ,e head wrench for TY313, ---+----+-
TY323, andTY3431 

K353 

sprinkler heads is now in the 
Spare sprinkler box at the 
riser room; the two dry 
barrel sprinkler heads 
needing to be tested .. _ one at 
the north entry from admin 
parking and one at the south 
entry center courtyard have 
been tested and 
documentation of such has 
been completed 

How will the facility 
identify other residents 
having the potential to be 
affected by the same 
deficient practice and what 
corrective action will he 
taken 
All residems have the 
potential to be affected by 
the deficient practice; 
facility Maintenance 
Director has received 1: J 
/n.servicefrom the 
Administrator regarding his 
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SUMMARY SiATEMENi OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRE!CEDED EY >'ULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued From page 6 
Based on record review and interview, the facility 

failed to maintain the fire suppression sy,tem in 
accordance with NFPA 25. Failure to maintain fire 
suppression systems could hinder system 

• "' "'M ~ fir• "vent. This deficient 
practice affacied all rasidents, staff and visitors 
on the date of the survey, The facility is licensed 
far 127 SNF/NF beds and had a census of 55 on 
!he day of the survey, 

Findings include: 

During record review on October 24, 2017, from 
approximately 8:30 AM to 12:00 PM, an annual 
fire sprinkler inspection document dated May 23, 
2017 identified the following deficiencies: 

a.) No head wrench for TY313, TY323, end 
TY3431 sprinkler lieads in the spare sprihkler 
box at the riser room. 

b,) Two (2) dry barrel sprinkler head,;; needed 
to be tested or replaced. One at the North 
' Enby/Exit from main parking and one at the 

>South Entry/Exit Center Courtyard, 
These deficiencies were also identified·on the 
quarterly sprinkler inspections dated January 25, 
2017 and August 29, 2017. No documentation 
that the ileficiencies had been corrected could be 
produced, When asked; the Maintenance Director 
stated the facility had not yet corrected the 
deficiencies. 

Actual NFPA standard: 

NFPA2S 
5.4, 1.6• A special sprinkler wrench shall be , 
provided and kept in the cabinet to be used in the 
removal and installation of ,;;prinklers. 
5.4.1.6.1 One sprinkler wrench shall be provided 
for each type of sprinkler installed. 
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B. WlNG 

ID 
PREFIX 

TAG 

STREET ADORE$$, 011", STATE, ZIP CODE 

1014 BURRELL AVENUE 

LEWISTON, ID 83501 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE AC"rlM SMOULO BE 

CROSS-REFERENCED TO TME APPROPRIATE 
DEFICIENCY) 

K353 
role in compliance with 
deficient practice 

What measures wm t,/j,ut 
in to plqce or what systemic 
changes you will make to 
ensure that the deficient 
practice does not recur 
Facility Maintenance 
Director will conduct 
weekly checks x3 months to 
ensure head wrench is 
available in the spare 
sprinkler box at the riser 
room and to ensure all dry 
ban·el sprinkler heads have 
been tested are. replaced 

How will the corrective 
action be mo11itored to 
ensure the deficient 
practice will'not recur 
Facility Maintenance 
Director will review at the 
Monthly QAPI Committee 
x 's 3 montk to ensw-e 
compliance and assist with 
further plan of action of 
needed 

Date the deficient pPactice 
correction will be 
Clll1JpwkJJ 
12/01/J.7 

10/24/2017 

(XS) 
COMPLETION 

DA'f'.E 
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K353 Continued From page 7 
5.3.1.1.2' Where sprinklers are subjected to 
harsh environments, including corrosive 
atr,nospheres and corrosive water supplies, on a · 
5-y")ar basis, either sprinklers shall be replaced or 
""Me.sentatilrn.J . . M~nJes shall hn IAsled. 

K 918 NFPA 101 Electrical Systems· Essential Electric 
ss~F Syste 

Electrical Systems • Essential Electric System 
Maintenance and Testing 
The generator or other alternate power source 
and associated equipment is capable of supplying 
service within 10 seconds. If the 10-second 
criterion is not met during the monthly test, a 
process· shall be provided to 11nnually confirm this 
capability for the life safety and critical branches. 
Maintenance and testing of the generator and 
transfer switches are performed in accordance 
with NFPA 110. 
Generator sets are inspected weekly, exercised 
under load 30 minutes 12 times a year in 20-40 
day intervals, and exercised once every 36 

I months for 4 continuous hours. Scheduled test 
under lead conditions include a complete 
simulated cold start and automatic or manual 
tranSfer of all EES loads, and are conducted by 
competent personnel. Maintenance and testing of 
stored energy power sources (Type 3 EES} are in 
accordance with NFPA 111_ Main and feeder 
circuit breakers are inspected annually, and a 
program for periodically exercising the 

' components is established according to 
manufacturer requirements. Written re,;ord$ of 
maintenance and testing are maintained_ and 
readily available. EES electrical panels and 
circuits are marked and readily identifiable. 
Minimizing _the possibility of damage of the, 
emergency power source is a design 
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TAG CROSS-REFERENCED TO THE APPROPRIATE DA\"E 

DEFICIENCY) 

K353 

K918 K918-F 
What cortective action will 
be acc01rplished for those 
residents found to have 
been affected by the 
deficient practice 
Facility generator for the 
EES has been inspected and 
tested under load to ensure 
reliability during a power 
loss 

How will the facility 
identify other residents 
having the potential to be I 

q[fected by the same 
dejicie11t practice a11d what . · 
corrective action will be 
take11 
All facility residents have 
the potential to be qffected 
by the deficient practice; the 

' facility Maintenance 
Director will complete the 
generator inspec/ion and ' 
test weekly, ongoing to 
ensure reliability during a ' y1,, \111 
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K918 Continued From-page 8 
consideration for new installations. 
6.4.4, 6.5.4, 6.6.4 (NFPA99), NFPA 110, NFPA 
111, 700.10 (NFPA 70) 
lhis STANDARD is not met as evidenced by: 
Based on record review and fnterview, the facility 

failed to ensure the generator for the EES 
(Essential Electrical System) was maintained _in 
accordance with NFPA 110. Failure to inspect and 
test EES generators could result in a lack of 
system reliability during a power loss. This 
deficient practice affected all residents, staff and 
visitors on the date of the s~rvey. The facility is 
licensed for 127 SNFINF beds and had a census 
of 55 on the date of the survey. 

Findings include; 

1.) During review of the facility generator 
inspection and testing records on October 24, . 
2017, from approximately 8:·30 AM to 12;00 PM, 
the facility failed to provide weekly generator 
illspac!ion logs for Iha followfng weeks: 
1/1/17 -1/7/17, 1129/17-2/4/17, 3112117'-
3/18117, 6/4/17-6/10/17, 6118/17 -6124117, 
6/25/17 - 7/1/17, 712/17 - 718/17, 7/9/17 - 7/15117, 
7123117 -7/29117, 7130117 • 8/5117, 8113117-
8119/17, 8120117 -8126/17, 9117117 -9123117, 
9/24/17 - 9/30117 

2.) During review of.the facility generator 
Inspection and testing records on October 24, 
2017, from approximately 8:30 AM to 12:00 PM,• 
the facility failed to provide monthly load tests for 
the months of December 2016, January 2017, 
June 2017, and September 2017. 

When asked, the Maintenance Qirector slated he 
thought if they did an annual inspection, they 
were not required to do monthly load tests:He 
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K918. power loss; the facility 
Maintenance JJitector will 
conduct inspection and test 
under load at least monthly 

- What measures will be put 
i11 to place or what systemic 
changes you will make to 

.. ensure that the deficient 
practice does not recur 
Facility Maintenance 
Director has been provided 
with 1;1 education from the 
Administrator regarding his 
role in inspecting and 
testing the facility generator 
weekly to ensure reliability 
during a power loss 

How will the corrective I 

action he monitored to 
e,zsure the dejicie11t 
practice will 11ot recur 
Facility Maimenance 
Director will review results 
of weekly checks at the 
Monthly QA.PI Committee 
x 's 3 months to ensure 

I 

compliance and assist with 
farther plan of action of 
needed 

l 
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K 918 Continued From page g· 
·a1so stated that weekly inspections were 
sometimes missed when he wasn't there. 

Actual NFPA standard: 

Nf-l'A 710 
8.4 Operational Inspection and Testing, 
8.4.1• EPSSs, including all appurtenant. 
components, shall be Inspected weekly and 
exercised under load at least monthly. 
8.4.2* Diesel generator sets in service shall be 
exercised at least once monthly, for a minimum of 
30 minutes, using one of the following methods: 
(1) Loading that maintains the minimum exhaust 
gas temperatures as recommended by the 
manufacturer 
(2) Under operating temperature conditions and 
at not less lhan 30 percent of the EPS nameplate 
kW rating 
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