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November 6, 2017

Candice Durham, Administrator

Prestige Care & Rehabilitation -~ The Orchards
1014 Burrell Avenue

Lewiston, ID 83501-5589

Provider #: 135103

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 (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 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:

e 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;

e 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,

o Include dates when corrective action will be completed.

o The admimstrator 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 Term 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/l
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 &
Medieaid Services determine that termination or any other remedy is warranted, it will
provide you with a separate formal notifieation 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 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 informatjon 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/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx
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STATEMENT OF DEFICIENCIES ¢+ |(X1) PROVIGER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION ¢ (X3} DATE SURVEY
AND FLAN OF CORRECTION IDE-NTIFICATIDN HUMBER: A. BUILDING 04 - ENTIRE BUILDING COMPLETED
E . 135103 B, WING 1012412017
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP GODE,
‘ : 1014 BURRELL AVENUE
PR'_ESTIG:E CARE & REH&EILiTAT{DN - THE ORCHARDS LEWISTON, ID 83504
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) . PROVIDER'S PLAN OF CORRECTION {5}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING TNFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 000 | INITIAL COMMENTS Kooo|  Kloe-r
What corrective action will .
The facility is a single story type V (111) structure be tfecomplmhedfar those
completed in 1958, with an addition of residents found fo have
comparable construction, The facility is been affected by the
sprinklered with a new fire alarm and smoka deficient practice
Jeteclion SVEter naraney i 2013, The DUiking 73 omple
has a partial basement which is used for storage Ih;fam?w haf ; mph tted
and maintenancs. The building is currently and Impiemenieg a water
licensed for 127 beds. management plan, which
includes a risk assessment
The following deficiencies were cited at the above and testing protocols for the
facility during the annual fira/fiife safely code il
survey eonducted on Oclober 24, 2017, The prevention of waterborne §
facillty was surveyed undef the LIFE BAFETY pathogens such as
CODE, 2012 Edition, Chaptar 19, Existing Legionella
Healthcare Occupancies, in accordance with 42
CFR 483.70, 483.80 and 42 CFR 483.65, How will the facility
The Survey was conducted by: identify other » mf{e"“ ,
having the pofential to be
Linda Changy affected by the same
Eeailt? T:E‘C“'éy ?%Weygfc et , deficient practice and what
acility Fire Safety and Canstruction corrective getian will be
K 100| NFPA 101 General Requirements - Other K 100 l;,: eft"ﬁ ¥
8&=F ’ ” .
General Requirements - Other : - AI{ fﬁg_ﬂziy residents have
List in the REMARKS section any LSC Section [0 gﬁiyﬁa»‘bj-jajected
18.1,and 19,1 Genaral Reguirements that are not i “Fy“ﬁg ﬁéfﬁ;% ¥ dtice
addressed by the provided K-tags, buf are KOV :
deficient. This information, along with the o
applicable Life Safety Code or NFPA standard %P}:aimzasur es will be put
citation; should be included on Form CMS-2567. |, » in to place or what systemic
This STANDARD is not met as evidenced by: z-*ﬁ&ﬁﬁ.ﬁ%"w b B .ﬂ'ﬂ*’lllmake fo
Based on record review, and interview, the ensure that the deficient
facility fajled ta develo? and implement a water * praciice does not recur '
management plan. Failure to develop and Th ity b Yeted
' implement a facility specific water management | » - The facility has compiete -
plan could increase sk of growth and spread of and tmplemented a water \-:,_\\\\f\
MEORATQ@EQR 50 DER/GUPPLIER REPRESENTATIVE'S SIGNATURE . THTLE i (X6} OATE
[}
os” W\

Any daficiency staterenl, ending with an asterisk {*) denotes a deficiency which the institutign may be excused from correcting providing it is determined lhat
other safeguards provide sufficienl protection fo the patients. {(See inslructions.) Excepl far nureing homes, the findings stated sbove are disclosabie 90 days
following tha date of survey whether or not & plan of correction is provided. For nursing homes, the above findings and plans of cerrection are disclosable 14
days following the date these docbrnents are made availabie lo the facifity. If deficiencies are ciled, an appreved plan of correction is requisite to continued

program participation.
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STATEMENT OF DEFICIENCIES {£1) PROVIDERISUPPLIER/CLIA (X2) MuLTiPLE CDNS'TRUGTiDH {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SUILDING 01 - ENTIRE BUILBING COMPLETED
135103 B. WING ) 10/24/2017
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, C.I'ﬁ'. STATE, ZIP CODE
1014 BURRELL AYENUE
PRESTIGE CARE & REHABILITATION « THE ORCHARDS LEWISTON, ID 83501 -
() 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S FLAN OF CORRECTION o |
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL - PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY QR L5G IRENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE CATE
‘ DEFICIENGY)
. . management plan, which
K100 fonﬂ"'”;‘d Frzm t;}aage 1 st path K100\ yncludes g risk assessment
egionelia and other opportunistic pathogens in £ otocols for the
building water systems. This deficient practice and tes g pr ai ;‘bfne
could potentially affect afl residents, visltors and ~ prevention of waterborne.
staff an the date af the survey. The facility is © pathogens such as
licensed for 127 SNF/NF residents and had a Legionella
' How will the corrective
Findings includa: action be monilored to
: ensure the deficient
Duting the review of facifity records on October , \
24, 2017, from appraximately 8:30 AM fo 12:00 B actice will not recur ‘
PM, no records were available demonstrating the ‘?sz"y Mainterance
faciiity had completed or implemented a water Director will review the
management plan, which includad a risk water management plan ar
assessiment and testing protocals for the the Monghly QAP
prevention of watarborne pathogens such as I M, i 4 0 3 7 ths
Legionella. When asked about the rissing ommilice X § 3 Mo
documentation, the interim Maintanance Director then querterly x3, to ensure
stated ha was not aware of the requirament for compliance and assist with
such & plan. Jurther plan of action of
CFR standard: needed
¥ . J
47 CFR 483.65 Date the deficient practice”
correction will be
§ 483.65 Infaction control. completed
The facility must establish and maintaln an 1200117
infection controt program designed to provide a
safe, sanitary, and comfortable environment and :
{o help pravent the development and
transmmission of disease and infection.
) L]
Additional reference:
 Center for Medicaid/Medicare Services S & C
letter 17-30 ' 1
K 325 NFEA 101 Alcohol Based Hand Rub Dispenser K325
s5=F | (ABHR) ' N '
=\

FORM CMS-2867(02-48) Pravious Versipns Dbsaleta

Event Iy HLID21

Fackity iD: MDIS001740

)f continuatian shest Page 2 of 10
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES X e aear201 ]
CENTERS FOR MEDICARE & MEDICAID SERVIGES . . : OMBND. 0928-0391 ,
) STATEMENT OF DEFICEENCIES {X1} FROVIDER/SUPPLIER/CLIA (X2} MULTTIPLE CONSTRUCTION (%3} DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135103 B.WING 102412047
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE
. 1044 BURRELL AVENUE ' i
PRESTIGE CARE & REHABILITATION - THE OQRCHARDS LEWISTON, 1D 83501
(X410 " SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED 8Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TQ THE APPROPRISTE OATE
. DEFIGIENCY)
K 325 Continued From page 2 K 325 1;;25—1’«' , ..
Aleohol Based Hand Rub Dispenser (ABHR) af corrective action will
ABHRs are protacted in accordance with 8,7.3.1, be ‘f""o"%’l“}‘fdft?" those
unless ali conditions are met: residents found fo have
* Cortidor is at least 6 feet wide " been qffected by the
* Maximum individuat dispehget cagacrty 5042  defici ;
gafions (0.63 gallens in suites) of fllid and 18 AZ{E ;‘;en;p}rgcncg hand :
ounces of Level 1 aerosols W aioonos based hand rub
“ Dispensers shall have a minimum of 4-foot dispensers were
horizantal spacing immediately tested in
* Not more than an aggregate of 10 gallons of accordance with
fluid or 136 ounces aerosol are usaed In a single s
smoke compariment outside a storage cabinet, i:na;z;f a:fmrer s care and use
excluding one individual dispenser per raom mstructions
* Slorage in a.single smoke compadment grealer . )
than 5 gallons complies with NFPA 30 How will the facility
i*gD'iﬁgenssoiﬁ; :u'e not installed within 1 inch of an ) identify other residents : ‘
Mion ’
* Dispensers over carpetad floors are in having the potentigl fo be
sprinklered smoke compariments uffected by the same
* ABHR doss not exceed 95 percent alcohol deficient practice and what
* Operation of the dispenser shall comply with corrective action witl be
Section 18.3.2.6(11) or 19.3.2.6{11) taken
= ABHR Is protected against inappropriete access , . 1
18.3.2.68, 19.3.2.6, 42 CFR Parts 403, 418, 480, All residents have the
482, 483, and 485 .| potential tu be affected by
This STANDARD is not met as evidenced by: the deficient practice; the
Based on record review, observation and Jacility has conducted audit
interview, the facility failed o ensure Alcohol of all al
Based Hand Rub Dispensers (ABHR) were r{z' g & cohol based hand
maintained in accordance with NFPA 101, Failure 1Spensers 1o ensure
fo test and document the operation of ABHR patency and o spillage of
dispensers i accordance with the rmanufacturer's " Hammable liquid _ :

care and use fnstructions each time a new refill is
installed could result In inadvertently spililng
flammable liguids, increasing the risk of fires; ‘ '
This deficlent practice affectad all residents, staff .
and visitors on the dale of the syrvey. The facility \
is licensed for 127 SNF/NF residenis and had a '
census of 55 on the day of the survey. \’D\\\\F\

FORM GMS-2587(02-89) Previaus Verslons Obsolele Event |D:1ilioz1 * Facility 1D: MD3001760 H continuation sheet Page 3 of 10
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Findings include:;

During the review of facility inspection racords oh
October 24, 2017 from approximately 8:30 AM 1o

12:00 PM, no records were available indicaling
ABHR dispensers were tésted in accordance with
manufaclurer's care and use instructions when a
new refill is inslalled. ABHR dispensers were
observed throughout the facility and when askad,
the Maintenance Dirgeltor stated the facility was
not aware of the requirement to test ABHR
dispensers each time a new refift is instailed,

Actual NFPA standargd:
NFPA 101

19.3.2.8* Alcohol-Based Hand-Rub Dispensers.
Alsohol-based hand-rub dispensars shall be
protecteq in accordance with 8.7.3.1, unless sl of
the following conditiens aré met:

(1) Where dispensers are Installed in a cornidor,

‘the corridor shall have a epinimum width of & ft

(1830 mm).
(2) The maximum individual dispenser fluid
capacity shall be as follows:

{a) 0.32 gal (1.2 L) for dispensers in rooms,
corridors, and areas apen fo corridors

(b) 0.53 gal (2.0 L) for dispensers in suites sf
rooms
{3) Where asrosol containers are used, the
maximurm capacity of the aeraso! dispenser shall
be 18 oz. {0.51 kg) and shall be limitad to Leval 1
aetosols as defined in NFPA308B, Code for the
Manufacture and Slorage of Aerasol Products,
(4) Dispensers shall be separated from each
other by harizontal spacing of nol less than 48 in,
{1220 mm).. '

in to place or what systemic

changes you will make to
ensure that the deficient
practice does not recur
Houseleeping staff have
been educated regarding the
testing of alcohol based
hand rub dispensers
according to manyfacturer's
care and yse insiruciions
when a new refill is insralled
and fo the documentation
required to maintain
compliance

How will the correciive

. gction be monitored (o

ensure the deficient
practice will noi recur
Maintenance Director will
review in Monthly OAPI
Committee x's 3 months
then quavierly x3, to enswe-
compliance and assist with
Jurther plan of action of

. needed

Date the deficient pracfice
correction will be
completed

12/01/17

STATEMENT OF DEFICIENGIES (X1} FROVIDER/SUPPLIER/GLIA + (R2) MULTIPLE GONSTRUGTION (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING DY - ENTIRE BUILDING COMPLETED
135103 8. WING 10124/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1014 BURRELL AVENUE
EHARILITATION - THE CRGHAR
PRESTIGE CARE & REH ON-TH GHARDS LEWISTON, ID 83601 ‘
(¥A) (D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTION )
PREFIX (BACH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROFRIATE DATE -
DEFIGIENCY)
K 325 Continued From page 3 K325 What measures will be put

2R

FORM CME-2547{02-08) Previous Versions (hsolete

Evenl 1D HESOH

Facility ID; MD'S001750

If continuation sheet Page 4 of 10
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CENTERS FOR MEDICARE & MEDICAID SERVICES : ' OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (41) PROVIDERISUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION +](x3) DATE SURVEY
| AND PLAN DF CORRECTION IDENTIFICATION NUMBER: A BUILONG 01 - ENTIRE BUILDING COMPLETED

135103 B. WING __ : 1012472017
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

. 1014 BURRELL AYENUE
PRESTIGE GARE & REHARILITATION - THE ORCHARDS LEWISTON, 1D 835014

e Lilir) BUMMARY STATEMEMT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION S8HOULD 8E GOMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATIOM) TAG CROSS-REFERENCGED TO THE APPROFRIATE BATE
DEFIGIENCY)

K 325 Continued From page 4 K325

{5) Not more than an aggregate 10 gal {37.8 L) of
alcohol-based hand-rub selutien or 1135 oz (32.2
kg) of Level 1 aerosols, or a combination of
fiquids and Level 1 a#rosols not ta exceed, ih
total_the equivalent of 10 cat (37.8 L) or 1135 oz

(32.2 kg), shall be in use cutside of a storage S
cabinet in a single smoke compariment, excapt
as otherwise provided in 19.3.2.56(6).

(6) One dispenser complying with 19.3.2.6 (2} or
(3) per room and tocated in that room shalt not be
included in the aggregated quantity addressed in
19.3.2.6(5).

(7) Storage of quantities greater than & gaf (18.8
L} ini a single smoke compariment shall meet the
réquiremnents of NFPA 30, Flammable and
Comhustibie Liquids Code,

(8) Digpensers shall not be instafied in the
followlng locations: '

{(a) Above an ignition source within a 1 in. (25
mmy} horizontal distanée from each gide of the
ignition source

(1) To the side of an ignition source within a 1
In. (28 mm) herizontal distance from the ignition !
saurce -

(¢) Beneath an ignition source within a 1 in.
(25 mm} vertical distance from the ignition

source
(9) Dispensers instailed directly over carpeted
floors shall be permitted only In sprinklersd
smoke compartments. -

(10) The alcohol-based hand-rub selution shall,
not exceed 95 parcant alcohal content by velume. | - '
(11} Operation of the dispenser shall comply with |
the following criteria:

(a) The dispenser shall not release its .
contents except when the dispensar is activated, "

either manually or automatically by touch-free N

activation.
(b} Any activation of the dispenser shall accur ; \3\\““
FORM CM5-2567(02-98} Pravious Versitng Obsoiale Bvent 1D HIID21 Facility ID: MDS024750 If continualion sheat Page 5 of 10
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STATEMENT OF DEFIGIENCIES

{£1) PROVIDER/SUPPLIER/CLLA

£X2) MULTIPLE COMETRUCTION .

{X3) DATE SURVEY

:AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 07 » ENTIRE BUILDING COMPLETED
135103 P WING 1012412017
NANME OF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
- 1014 BURRELL AVENUE ’
PRESTIGE CARE & REHABILITATION - THE ORCHARDS LEWISTON, 1D 83504
(X4] iD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (%)
PREFLX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ~ | COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIENCY)
) K353-D
K325 | Gontinued From page 5 " K325 What corvective action will.
only when an object is placed within 4in. (100 - be ccomplished for those
mm) of the sensing device. X
(e An object placed within the activation zone res;gientsf ound {0 have
and left in place shall not cause more  than one been affected by the
activalion dqﬁﬂfe’ﬂt pmctice
(d) The dispenser shall not dispense more ' The head wrench for TY313,
solution than the amount required for hand TY323, and TY3431]
hygiene consistent with label instructions. . , ,
{€) The dispenser shall be designed, sprinkler }.:eads Is now i the
constiucted, and operated in & manner that Spare sprinkler box at the
ensures  that accidental or malicious activation riser room; the two dry
of the dispensing device is minimized. barrel sprinkler heads
{f) The dispenser shall be tested In . needing to be tested...one at
accordance with the manufacturer's care and use h h dmin
instructions each time a new refill Is Instatled. the north eniry from admi
K 353. NFPA 101 Sprinkler System - Maintenance and Kasa]  parking and one at the south
s5=0 | Testing entry center courtyard have
. __ ) been tested-and
Sprinkler System - Maintenance and Testing documentation of such has
Automatic sprinkler and standpipe systems are b Teted
inspected, tested, and maintained in accordance eeh compiete
with NFPA 25, Standard for the Inspection, , -
Testing, ahd Maintaining of Water-based Fire gawt; v:ll:}}:ef acz{;'ty is
Protection Systems. Records of system design, ] en. ify other resz. ents
maintenance, inspection and testing are - having the potentiol 1o be
rnaintained in a secure lecation and readily affected by the same

available.
a) Date sprinkler system last checked

b) Who provided system test

©) Water system*supply source

systeimn.
9,7.5,9.7.7,9.7.8, and NFRA 25
This STANDARD is not met &5 evidence

Provide in REMARKS information on coverags for
+ | any non-required or parfial automatic sprinkler

d by:

»

deficient pracfice and what
corrective action will be
taken

All residents have the
potential ro be gffected by
the deficient practice;
Jacility Maintenance
Director has received 1.1
in-service from the
Administraror regarding his

I

BN

FORM CMS-2567(02-58) Previnus Versions Obsolete

Evaent D HIj021
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P role in compliance with
K 363 | Continued From page 6 K383\ deficient practice
Based on record review and interview, the facility L -
failed to maintain the fire suppression system in What measures will be put
aceordance with NFPA 26, Faflure to maintaln fire in te place or what systemic
suppression systerns could hinder system . changes you wil
performance during a fire event. Thig deficient " ge;"_’y ot P ‘;mafce ;0
practice affecied all rasidents, staff and visitors ensure that the deficien
on the date of the survey, The facility is licensed practice does not recur
for 127 SNF/NF beds and had a census of 55 cn Facility Maintengnce
the day of the survey. Director will conduct .
P © weekd) x3m
Findlngs inciude: y checks x3 mor?rhs fo
ensure head wrench is
During record review on October 24, 2017, from . available in the spare
approximately 8:30 AM to 12:00 PM, an annual sprinkler box at the riser
fire sprinkler inspection document dated May 23, room and to ensure all dry
2017 identified the following dediciencies:. bavrel sprinkler heads have

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

b.} Two (2} dry barral sprinkler heads needed
to be fested or replaced. One at the North
" EntryExit ffarm main parking ang one at the
South Entry/Exlt Genter Courtyard,

Thesa deficlencies wers also identified on the
guarterly sprinkler inspections dated January 25,
2017 and August 28, 2017. No documeniation
that the deficiencies had been corrected could he
producad, When acked; the Maintenance Director
staled the facllity had not yet corrected the
deficiencies.

Actual NFPA standard;

NFPA 25

B.4.1.6* A special sprinkier wrench shall be !
provided and kept in the cabinet to be used in the
removal and installation of sprinkiers,

5.4.1.6.1 One sprinkler wrench shall be provided
for each type of sprinkler installed.

been tested are replaced

How will the corrective
action be monitored to
ensure the deficient
practice will not recur
Facility Maintenance
Director will review at the
Monthly Q4PI Committee
x's J months to ensure
compliance and assist with
Jurther plan of action of
needed

Date the deficient practice
correction witl be

completed
1201717

\ﬁ\\\lx‘\
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K 353 Continved From page 7 ) K 353
5.3.1.1.2* Where sprinklers are subjected to
harsh environments, including corrosive
atmospheres and corrosive water supplies, on a-
5-year basis, either sprinklers shall be replaced or
— | representative spri les shall be tested, .
K 918 | NFPA 101 Electrical Systems - Essential Electric K918 KO9l8-F

35=F

Sysie

Electrical Sysisms - Essential Electric System
Maintenance and Testing

The generator ar other alternate power source
and associated equipment is capable of supplying
service within 10 seconds. if the 10-sacond
criterion is not met during the manthly test, a
process shall be provided to ahnually condirm this
capability for the life safely and critical branches.
Maintenance and tasting of the generator and
transfer switchas are performed in accordance
with NFPA 110.

Generator sets are inspecled weekly. exercised
under load 30 minutes 12 fimes a year in 20-40
day intervais, and eXercigad once avary 36
tmonths for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automalic or manual
transfer of all EES loads, and are eonducted by
competent personnel. Maintenance and testing of
slorad energy power sources {Type 3 EES) arein
accordance with NFPA 111, Main and feeder
circutt breakers are inspected annually, and a
program for periodically exercising the
companents is astablished according to
manufaciurer requirements, Written racords of
maintenance and festing are maintained and
readily available, EES electrical panels and
circuits are marked and readily identifiable.
Minimizing the possibility of damage of the,
emergency powsr source is a design

What corrective action will
be accomplished for those
residents found to have
been qffected 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
affected by the same

deficient practice and what

corrective action will b.e
taken

All facility residents have
the pofential to be qffected
by the deficient pracrice; the
Jacility Maintenance
Director will complete the
generator inspection and
test weekly, ongoing to
ensure reliability during a

Bl
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K 918 | Contihued Frorn-page 8 Koty powerloss: the fucitlly

consideration for new installations,

[ 6.4.4, 6,5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA

1, 700. 10 (NFPA70)
Thls STANDARD is nat met as ev;denc;ad by:
Based on racord review and interview, the facility

falled to ensure the generator for the EES
(Essential Electrical Systern) was maintained in
accordance with NFPA 110, Failure to inspect and
test EES generators could result in a lack of
system reliabilly during a power lpes, This
deficient practice affected all residents, staff and
vigitors on the date of the survey. The facility is
licensad for 127 SNFINF beds and had & census
of 55 on the date of the survey.

Findings include:

1.) During review of the facility generator
inspaction and tegling records on October 24, -
2017, from approximately 8:30 AM ta 12;00 PM,
the facility failed to provide weskly generator
inapection logs for the following weeks:

M7 - 1717, 12917 - 21417, 31217
3BT, BIAINT - BI1OMT, 6/18/17 - 6124/17,
BI25/47 - TAHNT, 712097 - 718017, 71917 - 711517,
23T - 729117, 13017 - 81517, 8M13/17 -
B/19/17, 82017 - 8f26/17, 91717 ~ 923117,

/24417 - 130117

2.} During review of the factlity generator
inspection and testing records on October 24,
2017, from approximately 8:30 AM to 12:00 PM»
the facility failed ta provide manthly load tests for
the months of Decernbar 2016, January 2017,
June 2017, and September 2017,

Whan gsked, the Maintenance Direclor stated he
thought if thay did an annual inspection, they
were not required to do monthly load tests. He

Maintenance Director will
conduct inspection and test
under load at least monthly

— What measures will be put

in to place or what sysiemic
changes you will make fo
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 '
action be monitored fo
ensure the deficient
practice will not recur
Focility Maintengnce
Director will review results
of weekly checks at the
Monrhly QAPI Committee
x's 3 months o ensure
campliance and assist with
Jurther plan of action of
needed

¥

vl
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also stated that weekly inspectiohs were
sornatimes missed when he wasn't thars.

Acguaf NFPA standard:
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K 9181 Continued From page 9 Kpig

Date the deficient practice
correction will be
completed

12/01/17

NFPAT10

8.4 Operational [nspection and Testing.

8.4.1* EPS8s, Including all appurtenant-
componenis, shall be inspected weekly and
exsercised under loed at least monthly,

8.4.2* Diesel generator sets in service shall be
exercised at least once monthly, for a minimurm of
30 minutes, using one of the following methods:
{1) Loading that maintains the minimum exhaust
gas lemperatures as recommended by the
manufacturer

{2} Under operating temperature congitions and
at not less than 30 percent of the EPS nameplats
kW rating

=T
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