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Jon Smith, Administrator
Caribou Memorial Living Center
300 South Third West

Soda Springs, ID 83276-1559

Provider #: 135060

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Smith:

On November 15, 2017, a Facility Fire Safety and Construction survey was conducted at
Caribou Memorial Living Center by the Department of Health & Welfare, Bureau of Facility
Standards to determine if your facility was in compliance with State Licensure and Federal
participation requirements for nursing 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, CMS8-2567 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 December 13, 2017.
Failure to submit an acceptable PoC by December 13, 2017, may result in the imposition of civil
monetary penalties by January 2, 2018.

Your PoC must contain the following:

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

¢ 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 nieasures will be put into place or what systemic changes you will make to ensure that
the deficient practice does not recur;

s 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.

s 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 may be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by December 20,
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
December 20, 2017. A change in the seriousness of the deficiencies on December 20, 2017,
may result in a change in the remedy.
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The remedy, which will be recommended if substantial compliance has not been achieved by
December 20, 2017, includes the following:

Denial of payment for new admissions effective February 15, 2018.
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 May 15, 2018, 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 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 November 15, 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 m 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/StateFederal Programs/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 December 13, 2017. If your request for informal dispute
resolution is received after December 13, 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/j
Enclosures
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] transmissmn of diséase and Infectlon,

Confintied From page 1

pathiogens which considers GDC standards and
the guidance of ASHRAE 188, has the potéritial to
expose resfdents to Leg;onella and pther water
squrce bacterjum. This deficient préactics affectad
22 residents on the date of the survey. The faollity
Is ourrently licensed for 30 SNF/NF bads and hiad
a.cansus of 22 on the day ofthe survey.

Findings include:

During review of pravided miairitenanége and
‘nspectioh records doridugted on Novérrber 15,
2017 froin appioximately 8:30 AM fo 10:30 AM
no records were availahle deripnstrating the
Taellity had cornpleted or iImplemented = water
managétent plan, which Included 4 risk
assessment and testing protocdls for the
prevetition of waterborne pathogens such as
Legictiella. When asked about the missing
docurnentation, the Mamtenanpe Enginesr stafed
he was aware of the requirement and that he had
heen working with the infection confrol
department an development ofthe plan, bit it
Was not yet finalized.

GFR standard:
42 CFR A83.65

& 483,86 Infection coritrol.

The fadllity must establish arid malnfain an
Infection control program designed {0 providen
-safe, sanitary, and comfortable snvirariment and
to hglp preverit the development aind

Additibnal refererice!
Gaiiter for MedicaldMedioare Sennces 8 &G
Isiter 17-30 ,

ConstrUct?on. Reparr, and Emprovament Qperati

K100

K 791

comprehensive report to assure

compliance is being met under 42 CFR

483.65,

Responsible:  CMH  Maintenance
department  will comply with
* recommendations from  Garratt

Callahan under the direction of our
Maintenance Manager.

Attachment 5
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88=F| GFR(5): NFPA 101 _ Action Taken: The Fire Chief of Soda Jugr™ -

Springs Fire Department was onsite
on 12/12/17 to evaluate a reroute of

Consfruction, Repair, and kmprovement

Operations _
e A e | | encasion prs. 1 vae |
:2?; ?gg’fﬂ%ﬁ :gmng coriblilation, repair, or determined with the amount of
|mprouement5 shall bé mspected dalIy to ghisure construction that was taken place as
lis"ability to be dsed ingtantly fri G?}?szz}'[ the project was coming to a close, the
'?Sm ?rgs'? gy}rf?gnirg)q}opl?qufn\ngth . current fire exits in question wiil not
This REQUIREMENT is not iriet as BVidBﬂCBd be an egress for an evacuation.

| g};sed on record review, observatlon and Identification of others affected: This
interview, the Facility feifled to ensure interim life - affected 22 residents, staff and
safety measures wers in place prior to conducting -1 visitors. It has the potential to affect

constriction oferations. Fallure to provide interim
life safety measures during construction projects
has the potential to hinderegress of residents
durifig an emergency, This deficient practice

all residents, staff, and visitors.

Measures/Systemic Changes: CMH

affected 22 remdlerzl’_g]s], sftaﬂ'l gp}d ;:Isi;c;rgdoghseg took signs down on 12/12/17, and in-
date of the Sury e faeility is lica ) ST
SNE/NF béds ar?c/i had g census of 22 on the day service our Living Center staff on the

new evacuation plan by was held on-
e , 12/12/17. New evacuation plans were
Findings include; posted on 12/12/17. New evacuation

Diiring revisw of facility maintenance and plan and letter from Fire Chief Dan
iiispettion records conducted on'Novérriber 15, Squires was received on 12/12/17.
2017 from approximately 8:30 AM to 10:30 AWM, CMH has also created a policy with an

fio records were proyided indicating the facllily - 7 .
had performed an‘interim life safety assesament attached form for daily rounds.
for ongoing consfruction operations. Subiseduent o . .
inspaction of both wings intheé Living Genter, Monitoring and Tracking: CMH

revedled $he norih end of bath Reills had been ‘ Maintenance department will be
blooked off and access to thé exit steirwell was conducting morning rounds with the

nat possible. Further.exaniimation en the uctir .
Gongtrusﬂon side of thesé exit daors found the Interim Life Safety Measures Checklist

stajrwells were copgested with congtrisction form as an addition to the daily
- | aterlals and equiprivent, rendeting thern ‘

of ttje suivay,
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FORN GIiS:Z567(02-95) Fraviotis Veréios Obsciste aa8721




DEPARTMENT oF HEALTH AND HUMAN SERVJCES

Prnfed: {1/28/2017
FORM AF‘F’RGVED
_QOMB NO. 05380391

SENTERS FOR MEDICARE & MEDICAID SERV!CES : —

STATEMENT OF DEFICIENGIES (%) PROVIDER/SUPFPLIERMLIA {X2) MULTIPLE GONSTRUCTION A (%3) DATE SURVEY

AN PLAN OF-GORREGTION IDENTIFIGATION NUMBER: A BUILDING 01 - ENTIRE BUILDING ‘COMPLETED
135060 B WG _ A1P152017

JAME OF PROVIDER OR SUPBLIER
SARIBOU MEMORIAL LIVING GENTER

STREETADDRESB cm'. STATE, ZIP GODE

300 SOUTH TH!RD WEST
SODA SFPRINGS, 1D 83276

(%4

PRE>FIK (EACH DEFICIENGY MUST BE PREGEDED BY FULL REGULATORY]

TAG

 BUMMARY STATEMENT OF DEEIGIENCIES
OR LSC IDENTHYIMG INFORMATION) ~

iy
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION gy
{EAGH CORRECTIVE ACTION SHOULD BY GGM,;;{EE??ON
CROSS-REFERENCED TO THE ARPROPRIATE
DEFIGIENCY)

K791

Kai8
S8=F

Gonfiritied From page 3
Ineffective for egress during an emergency.

When askeéd if the facllity hdd béen in contact
with the local fire aifthority br had conductsd an
inteiini life safaly dssessient, the Maintenance
Ergingér stated g Fire Marshal had been
nofiftad, but e facfity had not performéad an
iritertrh Ilfe -safety assessiiient,

Actual NFPA stahdard;
NFPA01

19 7.9 Construcﬂon Repalr, and Improvement
Operaﬁans

19.7.9.1 Construction, repair; and improvement
operations shall comply with 4.6.10.

19,7.8,2 The means of egress in any ares
undergoing constraction, repair, o improvements
shall be Inspected daily for compliance:with
7:1.10.7 and shall also aemply with NFPA247,
Standard for Safeguarding Construction,
Altersition, arid Defriolifian Opetafions.

4.6.10 Gonstruetion, Repair; and Improvement
Opergtions,

4.6.10,1* Buildings, or pertions of buildings, shall
be permitted-to be occupied duiing construciion,
repalr, alterations, or addifions only where.
required maans of egress and reqired fire
protection feattires are in place and contmuously
mialritained for the portion occupied or where
alterrigfive fife safely measyres Eccepi‘able fo the
autharily having jurisdiction are In place.

Flectrleal Systems - Esséntial Eloctrio Syste
CFR{s): NFPA 101

Electtcal Systemns = Essenitial Electric Systern
Mairitenance afid Testing
Thé générator or other alter'nate power source

K791

K978

-rounds check list we already canduct

to assure CMH is in compliance and or
tracking changes to assure measures
are taken in order to stay in
compliance. This has been put into a
monthly QA for monthly review until
phase 1 of construction is done,

Responsible: CMH  Maintenance
Manager

Attachiment 1,2,3,4
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K 818 ‘Continued From page 4
and assotidated equipment is capable of supplying
“service within 10 saconds. If the 10-second
critetion is ot met during the monthly test, a
process ehall b provided to armually conflrm this
capability for ftis life safety and critical branches.
Maintenance and tésting of the generator and
transfer switches dre peffarmiad in accordance
with NFPA 110,

Generator set’s arg inapected weekly, exercisad
under [oad 30 minutes 12 times a year In 20—40
day intervals, -and exarcised onge every 36
manths for 4 gontirmous hours, Scheduled test
under load condftions include a complete
simulated cold start arid automatic or manual
transfer of all EES lodds, and are conductad by
competent personnel. Maintenance and testing of
stored energy power solrces (Type 3EES)arsin
accordance with NFFA 111, Main.and feeder
gireuit breakers gre inspected annually, ard a
progfam for perledlcally exercising the
cormponents is established aceording to
manufacturer requirements. Wiitten records of
mainienance. and testing &ré maintdingd and
readlly avajlable. EES elécirical panels and
cirouits are marked and readily identifiable.
Mimmlzmg the pOSElb]flty of damayé of the
gmerdency power 5olfce Js a desigr
consideration for fiew installations.

8.4.4, 6.54, 6.6.4 (NFPA 98), NFFA 116, NFPA
1M, 700,10 (NFPAT70)

This REGQUIREMENT s not met ag evidenced

b
Bgsed on reaard review and fiterview, tha facllity
failed to énsure the BES (Essential E{eggrfnai
System) gerierdiof was maintaitied iri 8Cordance
with NFPA 110. Fallire to annually test the fus] for
diesel pawéred génefafors has the patential of
hindering systefn performenes during a power
loss of other eriefgericy, This deflcient practice
affedted 22 residents, staffand ws!tors on tha

Xd) I PROVIDER'S FLAN OF: GORREQTION (8}
D SUMMARYSTATEMENT OF DEFlGIENCEES D OB LA O RO conron
PREFIX [(EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX [EA ; el
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Action Taken: On November 20t 2017 -

Precision Power came onsite to do a
test bank on our generator and we

. signed up for them to do a full analysis

on our diesel fuel. . Precision Power
took a sample of the diesel and CMH
is awaiting the test results from that
sample that was taken. Precision
Power will have the test resuits back
to CMH no fater than 12/29/17.

Identification of other affected: This
affected 22 residents, staff and
visitors. It has the potential to affect
all residents, staff, and visitors,

Measures/Systemic Changes: CMH
has scheduled a yearly testing of our
diesel reserves to be analyzed by
Precision Power. Those recordings of
testing will be shared at the Safety
Committee meeting in the month that
they are tested.

Monitoring and Tracking: The CMH
Maintenance Department  will
manitor and track the sample tests
and will report them to the Safety
Committee when tested.

Responsible: CMH  Maintenance
Manager/Safety Committee Chair

FEiRi M- 2567(0798) Pevious Vetrslois Obdolele
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Pnnted 1412802017

date of the survey, The fasility is currently
Hicensed for 30 SNF/NF-beds and had a census'
of 22 on ihe day of the survey,

Findings include:

Puting reviaw of annual inspection and
maititenance records ecanducted an November

15,2017 from approxamateiy 8:30 AW to 10:30

AM records provided for the annual generator
inspection did not indicate any testing was
completed for the fuel. When askad, the
Maintenante Enginear-stated he was-aWare of
the testing requirement, but the generétor
contractor had not coripleted this testing.

Actual NFPA standard:
NFPFA 110 o .
8.3.8 Afisl quahty test stiall be performed at

least annually 1 usrn g tésts approved Ly ASTM
standaids.
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E 000| Initial Comments E 000 ]
EQ01 1/18/18

Unless otherwise indicated, the general use of Corrective Action: An E
the terms “facility” or *facilities” refers to all p q c T | mergency
provider and suppliers affected by this regulation. .rep aredness Consultant has been .
This is a generic moniker used in lieu of the - hired by CMH to develop a
specifiq provider or supplier noted in the comprehensive Emergency Operations
regulations. Plan to comply with 42 CFR 483.73. He

The faciliy is a two story, fire resistive building.
The plans were approved in May 1967. Afull
NFPA 13 compiliant fire sprinkler system was have been meeting regularly.
installed in September 2011. The building
occupancy consists of a nursing home and

started early November 2017, and we

Identification of others affected: This

hospital. Nursing homg resic_ie_nts 3re Ioé:ated on effected 22 residents, staff, and visitors.
facity f cunrenty foansed for 30 SNFNF bod. thas the potential to affect a
residents, staff, and visitors. CIVIH has
The following deficiencies were cited during the developed an Emergency Management
emergency preparedness survey conducted on Program policy {Attachment 1) along
November 15, 2017. The facility was surveyed with the CMH Safety Manual

under the Emergency Preparedness Rule

established by CMS, in accordance with 42 CFR (Attachment 26) and General Staff

483.73. Training Policy {Attachment 23} to
| ' guide the process and lead the
The Survey was conducted by: education of CMH empioyees.
Sam Burbank - Measures/Systemic Changes: CMH will

Health Facility Surveyor
Facility Fire Safety and Gonstruction

E 001| Establishment of the Emergency Program (EF) E 001
S5=F| CFR(s):. 483.73

be incorporating EOP {and associated
Policies) training into our New Hire
Crientation as well as our annual re-
orientation for all employees. CMH will

The [faciiity, except for Transplant Center] must develop an informational packet for

comply with all applicable Federal, State and local n . )
emergency preparedness requirements. The families and residents to inform them

[facility] must establish and maintain a of the process of the Emergency
comprehensive emergency preparedness Operations Plan. Training on the new
program that meets the requirements of this : :

.| Emergency Operations Plan will be

section.* The emergency preparedness program N )
must include, but not be limited to, the following January 9%, 2017. CMH will line item
elements: the EOP in the monthly safety meeting

LABORATORY,DIRECTOR'S OR PRWUER REPRESENTATIVE'S :SIGNATURE TITLE (%8) DATE
¥

R ) CEO iafig )i

Any deﬁcienﬁy stafement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is detemined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 00 days
following the date of survey whether or not a plan of correction Is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
days following the date these dacuments are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued

program participation.
“ORM CMS-2567(02-99) Previous Versions Obsolete
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PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENGIES
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iD
PREFIX

- TAG .

PROVIDER'S PLAN OF CORRECTION (X6)
{EACH CORRECTIVE AGTION SHOULD BE O 1oN
CROSS-REFERENCELD TO THE APPROPRIATE
DEF{CIENCY)

E 001

E 004
S3=F

Continued From page 1

*[For hospitals at §482.15:] The hospital must
comply with all applicable Federal, State, and
local emergency preparedness requirements.
The hospital must deveiop and maintain a
comprehensive emergency preparedness
program that meets the requirements of this
secfion, utilizing an all-hazards approach.

*IFor CAHs at §485.625:] The CAH must comply
with all applicable Federal, State, and local
emergency preparedness requirements. The
CAH must develop and mainfain a
comprehensive emergency preparedness
program, utilizing an all-hazards approach.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to establish and maintain a current,
comprehensive Emergency Preparedness
program which includes policies and procedures
in accordance with 42 CFR 483.73. Failure to
meet this standard has the potential to hinder
facility response during an emergency which
requires coordination and cooperation with local
resources available. This deficient practice
affected 22 residents, staff and visitors on the
date of the survey. The facility is currently
licensed for 30 SNF/NF beds and had a census
of 22 on the day of the survey.

Refer to E-004 as it relates to the facility failure to
develop and maintain the EP program

CFR reference:
42 CFR 483.73

Develop EP Plan, Review and Update Annually
CFR(s): 483.73(a)

[The [facility] must comply with ali applicable

E 001

E 004

to assure any change in operation of -
pian are addressed and noted for
retraining.

Monitoring and tracking: JR Consulting
will submit a summary of changes or
additions of the EQP to the executive
team on a weekly basis. The Executive
Team will evaluate the progress of the
EOPin meeting the regulations by the
date identified for compliance.

HR and Education will provide a
summary, to the executive team, of all
employees who complete the training
either through new orientation or
general employee inservices. The
executive team will audit these lists to
assure that CMH employees are being
trained on the ECP within the specified
time.

Responsible: The CEO/LNHA or
designee will be responsible for
implementation and monitoring of this
correction.

JRM CMS-2567{02-99) Previous Versions Obsolete
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E Q04| Continued From page 2 E 004 1/18/18
Federal, State and local emergency EQ04
preparedness requirements. The [facility] must ) '
develop establish and maintain a comprehensive Corrective Action: CMH has hired JR
emergency preparedness program that meets the Consulting to assist in development of
requirements of this section.] the facility’s EOP. This was initiated the
*IFor hospitals at §482.15 and CAHs at first of November. CMH has a policy
§485.625(a):] The [hospital or CAH] must comply management program (Hospital Portal}
with all applicable ngera[, State, andg“?lh that tracks policy dates to assure annual
emergency preparedness requirements. The .

[hospital or CAH] must develop and maintain a reviews are completed.

comprehensive emergency preparedness Identification of others affected: This

program that meets the requirements of this ) N

section, utilizing an all-hazards approach. noncompliance effected 22 residents,
staff, and visitors. It has the potential to

The emebrgenc¥ Er\elpa';e?jr]’cesihpr?gl?am must affect all residents, staff, and visitors. In

;}gﬁiﬁts}ft notbe limited to, the Tollowing July 2017, CMH started a Prefessional

(a) Emergency Plan. The [facility] must develop Policy Committee that meets monthly

and maintain an emergency preparedness plan to go through our policy management

thnar:(urgllljSt be [reviewed], and updated at least process to assure annual review has

a Y- occurred by manager and division Vice

* [For ESRD Facilities at §494.62(a):] Emergency Presidents before going in front of the

Plan. The ESRD facility must deg]/elop ar[1d ot Professional Policy Committee. The EOP

maintain an emergency preparedness plan tha -

must be [evaluated], and updated at least ar‘ld the policies tha.t make up the pian

annually. will all be part of this process to assure

This REQUIREMENT s not met as evidenced a yearly review of the plan and polices

by: _ o that are within,

Based on record review and interview, it was

determined the facility failed to develop and Measures/systemic: When completed,

maintain a current Emergency Preparedness . . .

_program in accordance with 42 CFR 483.73 the EOP will be placed in th"cf program

which is reviewed and subsequently updated and tracked to assure compliance with

annually. Lack of a current comprehensive annual review. The facility also has a

emergency program ha.s the potential to hinder Professional Policy Committee that

resident access to continuing care during a cot thiv to revi I

disaster, This deficient practice affected 22 meets monthly to review all. new

residents, staff and visitors on the date of the

FORM CMS-2567(02-99) Previous Versions Obsolete 328721 If continuation sheet Page 3 of 36
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E 004| Continued From page 3

of the survey.

Findings include:

the provided emergency plan, policies and
procedures, revealed the facility had not

When asked, about the outdated plan, the

plan.

facility-based and community-based risk
under an ail-hazards appreach.
succession planning,

c. Refer to E 0013 as it relates to the

Plan; facility and community based risk
assessment; and the communication plan.

procedures for the subsistence needs for

survey. The facility is currently licensed for 30
SNF/NF beds and had a eensus of 22 on the date

On 11/15/17 from 8:30 AM to 2:00 PM, review of

developed a current policy or emergency plan in
accordance with the standard. The provided
emergency plan copy from the nursing station
was dated 2011. The provided policies and
procedures varied in dates from 2003 to 2011 and
no documentation of a current annual update.
Administrator stated the facility was working with
a consuitant to develop a current comprehensive
a. Refer to E 0006 as it relates to conductinga
assessment which includes strategies identified

b. Refer to E 0007 as it relates to the faciiity
resident population; continuation of operations;

development of policies and procedures, which
are updated annuaily, based on the Emergency

d. Refer fo E 0015 as it relates to the policies and
residents and staff members during a disaster.

e. Refer to E 0018 as it relates to the policies and.

E 004

policies as well as revisions. The Safety
Committee will review the EOP initially
and annually. They will submit any
recommended changes of the EOP or
associated polices to the Professional
Policy Committee.

Monitoring and tracking: The
compliance department will QA the
Professional Policy Committee to assure
all policies have been reviewed
annually.

Responsible: The Compliance
Departmeni is responsible for
monitoring this.

Attachment: 1,2, 3, 4,5, 6, 7, 8, 9, 10,
11,12, 13,14, 15, 16, 17, 18, 19, 20, 21,
22,23, 24,25,27
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E 004| Continued From page 4 £ 004

procedures for fracking residents and staff in the
event of a disaster.

. Refer to E 0022 as it relates to the policies and
procedures for residents and staff who remain in
the facility and shelter in place.

g. Refer to E 0024 as it relates to the facility use
of volunteers

h. Refer to & 0025 as it relates to the
collaborative arrangements of the facility with
other care providers in the event of limitations
and/or cessation of operations.

i. Refer to E 0026 as it relates to the facility role
under 1135 waiver as declared by the Secretary
and the provision of care at an alternate site
identified by emergency management officials.

j. Refer to E 0029 as it relates fo the development
and annual update of the Communications Plan.

k. Refer fo E 0032 as it relates fo the designation
of primary and alterate means of
communication,

1. Refer to E 0032 as it relates to the methods for
the faciiity to share information and medical
documentation of residents with other facilities.

m. Refer to E 0034 as i relates to the facility's
means of providing information of occupancy
needs and its ability to provide assistance during
an emergency.

n. Refer to E 0035 as it relates to the facility's
ability to share information with family or
representatives of residents and/or clients,

FORM CMS-2567(02-98) Previous Varsions Obsolete 328721 If contihuaiion sheet Page & of 36
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E 004| Continued From page 5 E 004 | EO06- 1/18/18 -
0. Refer to E 0036 as i relates fo the _ '
'| development and implementation of an annual Corrective Action: On November 21,
training and testing program as it relates fo the 2017 members of the CMH Safety
emergency preparedness plan. Committee participated in a HVA,
p. Refer to E 0037 as it relates to the emergency facilitated by JR Consuiting, for 2018-13.
training program and the staff knowledge of .
emerg?ar}?cy%rocedures_ J identification of others affected: This
noncompliance effected 22 residents,
The cumulative effect of these systemic deficient staff, and visitors. It has the potential to
practices, impeded the facility's ability to meet the affect all residents, staff, and visitors.
emergency preparedness standard(s) and the . )
needs of the residents during a disaster. As part of the HVA, weighted scoring
was done to determine the most [ikely
I:;’E;eé‘ieaé 23 events that might have an impact on
73 ) the facility. The results are listed in the
E 006] Plan Based on All Hazards Risk Assessment E 006

SS=F| CFR({s}): 483.73(a){1)-(2)

[{a) Emergency Plan. The ffacility] must develop
and maintain an emergency preparedness plan
that must be reviewed, and updated at least
annually. The plan must do the following:]

(1) Be based on and include a documented,
facility-based and community-based risk
assessment, utilizing an all-hazards approach.”

*[For LTC facilities at §483.73(a}(1):] (1) Be
based on and include a documented,
facility-based and community-based risk
assessment, utilizing an all-hazards approach,
inciuding missing residents.

*For ICFAIDs at §483.475(a)(1):] (1) Be based on
and include a documented, facility-based and
community-based risk assessment, utilizing an
all-hazards approach, including missing clients.

{2) Include strategies for addressing emergency

JRM CMS-2567{02-99) Previcus Versions Obsolete

HVA portion of the Emergency
QOperation Plan. These identified areas
will be taken into consideration as the
plan is developed. ‘

Measures/Systemic Changes: The HVA
will be reviewed annually and as
needed. The EQP will then be reviewed
and updated as needed to address

changes inthe HVA.
Monitoring and Tracking: The Safety

Committee will be reviewing the HVA
during the monthly safety meeting.
Changes and revisions to the HVA will
be done at this time.

Responsible: The Safety Committee
Chairman will be responsible for this
corrective action.

Attachment; 2
32B721 If continuation sheet Page 6 of 38
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E 006 Continued From page 6 E 008

events identified by the risk assessment.

* [For Hospices at §418.113(a)(2):] (2) Include
strategies for addressing emergency events
identified by the risk assessment, including the
management of the consequences of power
failures, natural disasters, and other emergencies
that would affect the hospice's ability to provide
care, -

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to conduct a
facility-based and community-based risk
assessment which includes identified strategies
for response. Failure to conduct a facility and
community based risk assessment hinders facility
response fo localized disasters and emergencies.
This deficient practice affected 22 residents, staif
and visitors on the date of the survey. The facility
is currently licensed for 30 SNF/NF beds and had
a census of 22 on the date of the survey.

Findings include:

On 11/15/17 from 8:30 AM to 2:00 PM, review of
provided policies, procedures and the emergency
plan located at the nursing station did not reveal a
current facility and community based risk
assessment had been conducted. A generic risk
assessment sample was provided by the facility,
but interview of the Administrator during the exit
conference on 11/15/17 from 2:30 - 3:00 PM
found the facility had not yet conducted ong.that
was site specific to the facility and/or community.
The Administrator further stated the facility was in
the process of developing a current emergency
program.

Reference:

‘ORM CMS-2567(02-99) Previous Versions Obsolete 328721 If continuation sheet Page 7 cf 36
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E 006| Continued From page 7 E 006 | E007- '
42 CFR 483.73 (a) (1) - (2scr. -
, o Corrective Action: On 12/12/17, C 1/18/18
E 007| EP Program Patient Population E g7 | COrective Action: On 12/12/17, CMH |
SS=D| CFR(s): 483.73(a)(3) created a new organization chart for

annually. The plan must do the following:]

plans.*

FQHC, or ESRD facilities.}

by:

included continuity of operations with staff

policies, procedures and succession plan,

date of the survey. The facility is currently
of 22 on the date of the survey.

Findings inciude:

[(a) Emergency Plan. The [facility] must develop
and maintain an emergency preparedness pian
that must be reviewed, and updated at least

(3) Address patient/client population, including,
but not limited to, persons at-risk; the type of
services the [facility] has the abhility to provide in
an emergency; and continuity of operations,
including delegations of authority and succession

*Note: ["Persons at risk" does not apply to: ASC,
hospice, PACE, HHA, CORF, CMCH, RHC,

This REQUIREMENT is not met as evidenced

Based on record review and interview, it was
determined the facility failed to provide current
policies, procedures and an emergency plan that
had been reviewed annually, addressing the
resident population including persons at risk, the
facility's ability to provide in an emergency and

succession planning. Failure to provide updated
potentially hinders continuation of resident care
during an emergency. This deficient practice
affected 22 residents, staff and visitors on the

licensed for 30 SNF/NF beds and had a census

1} On 11/15/17 review of provided policies and

Emergency Procedures. Included with
this chart is a succession planning table
of leadership positions.

identification of others affected: This
effected 22 residents, staff, and visitors.
It has the potential to affect all
residents, staff, and visitors. The
incident Command Organizational chart
has been developed to assure all
needed staffing positions have been
filled in order for the EOP to be
activated and carried out effectively.

Measures/Systemic Changes: Staff
assigned to these position will receive
specific role training. Position packets
containing job duties specific to
emergency management roles will be
kept in the front office, which has been
designated as incident command.

Monitoring and Tracking: CMH started
a Professional Policy Committee that
meets monthly to go through our policy
management process to assure annual
review has been completed by manager
and division Vice President{s}. The EQOP
and the policies that make up the plan
will go through this process to assure an
annual review of the plan and the

JRM CMS-2567(02-99) Previous Versions Obsolete

328721

If centinuation sheet Page B of 36



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

Printed: 11/28/2017
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING COMPLETED
135060 B. WING M1M672017

NAME OF PROVIDER OR SUPPLIER
GARIBEOU MEMORIAL LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

300 SOUTH THIRD WEST
SODA SPRINGS, ID 83276

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {X5)
PREFIX |(FACH DEFICIENCY MUST BE PRECEDED BY FUiL REGULATORY| PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM;{TEET 10N
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

E 007| Confinued From page 8 E 007 | Succession plan. The compliance
procedures a"'dd'fge emerger;cy plan f;om gTet ] department will monitor the outcomes
nursing station did not reveal a current, update . : .
plan which included delegations of authority and of the Profess:;u:)nal Policy Comm]ttee to
succession planning. Policies, procedures and assure all policies have been reviewed
the emergency plans provided varied in date and revised as required. The LTC
range from 2003 to 2011. financial coordinator and the Living
2) Interviews conducted of 4 of 4 staff members Center Director of Operations W”!
on 11/15/17 from 10:00 - 11:45 AM revealed staff update monthly, at Safety Committee
members were unfamiliar with any plan, policies, meeting, the emergency patient book
or procedures for the succession planning of and anv changes to living center
staff, or procedures for facility continuity of .y . § &
operations during a disaster. organization chart.
Reference: Responsible: Safety Committee
42 CFR 483.73 (a) (3) Chairman or designee will be

E 013 Development of EP Policies and Procedures E 013 | responsible for this corrective action.

=F| CFR(s); 483.73(b
SS=F (s) (b) Attachment: 3, 4

(b} Policies and procedures. [Facilities] must
develop and implement emergency preparedness
policies and procedures, based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of
this section, and the communication plan at
paragraph (c} of this section. The policies and
procedures must be reviewed and updated at
least annually.

*Additionai Requirements for PACE and ESRD
Facilities:

*For PACE at §460,84(b}):] Policies and
procedures. The PACE organization must
develop and implement emergency preparedness
policles and pracedures, based on the
emergency plan set faith in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of
this section, and the communication plan at
paragraph (c) of this section. The policies and
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procedures must address management of
medical and nonmedical emergencies, including,
but not limited to: Fire; equipment, power, or
water failure; care-related emergencies; and
natural disasters likely to threaten the health or
safety of the participants, staff, or the public. The
policies and procedures must be reviewed and
updated at |east annually.

*For ESRD Facilities at §4084.62(b):] Policies and
procedures. The dialysis facility must develop and
implement emergency preparedness policies and
procedures, based on the emergency plan set
forth in paragraph {a) of this section, risk
assessment at paragraph {a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
reviewed and updated at least annually. These
emergencies include, but are not limited fo, fire,
equipment or power failures, care-related
emergencies, water supply interruption, and
natural disasters likely to oceur in the facility's
geographic area.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to develop current
updated policies and procedures hased on the
Emergency Plan. Failure to develop current
policies and procedures based on the emergency
plan, a facility and community based risk
assessment and the facility communications plan,
limits the facility response capabilities in the
protection of residents during a disaster. This
deficient practice affected 22 residents, staff and
visitors on the date of the survey. The facility is
currently licensed for 30 SNF/NF beds and had a
censUs of 22 on the date of the survey.

Findings include:

Corrective Action: The facility
reviewed, updated, and developed
emergency preparedness policies and
procedures based on the facility’s
Emergency Operations Plan, Risk
Assessment, and Communication Plan.
The Emergency Management Plan
outlines that all policies will be
reviewed annually.

tdentification of Others Affected: This
affected 22 residents, staff and visitors.
It has the potential to affect all
residents, staff, and visitors. Staff were
introduced to and educated on the EQP
and associated policies during a training
on 12/12/17.

Measures/Systemic Changes: There will
be ongolng staff training as the EOP
develops. The facility maintains all
policies and procedures on the Hospital
Portal. Policies are controlled
documents that are written and
reviewed through the use of an
electronic Policy Manager. Policies will
be reviewed at least annually.

Monitoring and Tracking: The
Compliance Department will QA the
Professional Policy Committee monthly
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On 11/15/17 from 8:30 AM to 3:00° M, review of annually by appropriate Administrative
provided policies and procedures revealed the staff.
current cepy located at the nursing station was ible: Th p .
dated 2011. No records were available fo confirm Responsible: The Safety Committee
the policy had been reviewed annually and it was Chairman and the LTC DNS/designee
not determined these policies were based on a will be responsible for this correction.
current Emergency Plan, facility-based risk
assessment, or a communications plan for its
development. £0015- 1/18/18
I ntefrview of fhe1l’;\ﬁln;jq;5'f]cfat0T glégngat%% %X;; Corrective Action: A policy addressing
conference on rom 2:30 - 3; . . ,
confirmed the facility was currently in the process subsistence needs fo!' staff and patients
of rewriting its policies and procedures to meet was created and put into a policy
the new reguirement. management process that addresses
the needs outlined in CFR{s)
42 CFR 483.73 (b) 483.73(b)(1).
E 015| Subsistence Needs for Staff and Patients E 015
§5=F| CFR(s). 483.73{b)(1) Identification of others affected: This

[(b) Policies and procedures. {Faciiities] must
develop and implement emergency preparedness
policies and procedures, based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a}{1) of
this section, and the communication plan at
paragraph (c) of this section. The policies and
procedures must be reviewed and updated at
least annually.] At @ minimum, the policies and
procedures must address the following:

(1) The provision of subsistence needs for staff
and patients whether they evacuate or shelter in
place, include, but are not limited to the following;
(i) Food, water, medical and pharmaceutical
supplies
(ii) Alternate sources of energy to maintain the
following:

{A) Temperatures to protect patient health and

affected 22 residents, staff, and visitors.

it has the potential to affect all
residents, staff, and visitors. The Safety
Committee Chair did a sweep in the
following areas to determine current
supply: food, water, pharmaceutical
supplies and alternative sources of
energy (attachment 28).

Measures/Systemic Changes: A policy
on subsistence has been developed. A~
tracking form wilf be used to document
results of sweeps of the above named
areas. The sweeps will be done to
monitor and assure adequate
resources.
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safety and for the safe and sanitary storage of
provisions,

{B) Emergency lighting.

(C) Fire defection, extinguishing, and alarm
systems.

(D) Sewage and waste disposal,

*[For Inpatient Hospice at §418.113(b)(B){ii):]
Policles and procedures.
(B) The following are additional requirements for
hospice-operated inpatient care facilities only.
The policies and procedures must address the
following:
{iii) The provision of subsistence heeds for
hospice employees and patients, whether they
evacuate or shelter in place, include, but are not
limited to the foliowing:

(A) Food, water, medical, and pharmaceufical
supplies.

{B) Alternate sources of energy to maintain the
following:

(1) Temperatures to protect patient health
and safety and for the safe and sanitary storage
of provisions.

{2) Emergency lighting.

(3) Fire detection, extinguishing, and alarm
systems.

(C) Sewage and waste disposal.
This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, it was
determined the facllity failed to develop and
maintain current policies and procedures, which
could then be reviewed annually, to provide
subsistence needs of residents and staff should
they need to evacuate or shelfer in place during a
disaster. Lack of subsistence policies limits the
facility's ability to provide continuing care and
services for residents during an emergency. This
deficient practice affected 22 residents, staff and

sweeps of supphes/resources will be
done x 6 months to assure supplies are

on hand. If expectations are met,
sweeps will be changed to quarterly. If
sweeps demanstrate that
supplies/resources are not being

| maintained, they will continue to be

done on a monthly basis and re-
evaluated again after 6 months. Results
will be reported at the monthly Safety
and Quality meeting.

Responsibility: The Safety Committee

Chairman/Designee will be responsible
for this corrective action.
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visitors on the date of the survey. The faclility is
/| currently licensed for 30 SNF/NF beds and had a
census of 22 on the date of the survey.
Findings include;
On 11/15/17 from 8:00 AM to 2:00 PM, review of
provided policies and procedures for the facility
did not indicate current policies were available FO18 1/18/18
demonstrating the ability of the facility to provide
for subsistence of both residents and staff in the : . .
" . . C : i
event of evacuation or shelter in place during a orrective AcFron. A p olicy was written
disaster. 12/13/17 entitled Patient/Resident
Medical Record and
Interview of 4 of 4 staff on 11/15/17 from 10:00 - Victim/Patient/Resident Tracking
11:45 AM, revealed they were not aware of any (Attachme
. o ; : nt 6}.
current policies for providing subsistence during a
disaster. Interview of the Administrator during the Identification of Others Affected: This

exit conference on 11/15/17 from 2:30 - 3:00 PM,
revealed the faciiity was currently in the process
of developing and updating these policies.

affected 22 residents, staff and visitors.
It has the potential to affect all
residents, staff, and visitors. Staff were
Reference: i

introduced to and educated on the EQP
and associated policies during a training.

42 CFR 483.73 (b) (1) 12/12/
on 2/17.

E 018| Procedures for Tracking of Staff and Patients E 018

SS=F| CFR(s): 483.73(b)(2) . | Measures/Systemic Changes: There will
I(b) Policies and procedures. The [facilities] must be ongoing staff training as the EOP
de;{glop ané:l impie(rjnent el;nerg;ncytﬁreparedness develops. The facility maintains all
policies and procedures, based on the olicies and .
emergency plan set forth in paragraph (a) of this IFJJortaE sglic?er:;f::;ig;;ge Hospital

section, risk assessment at paragraph (a)(1) of
this section, and the communication plan at documents that are written and
paragraph (c) of this section. The policies and reviewed through the use of an
procedures must be reviewed and updated at electronic Policy Manager. Policies will

least annually.] At a minimum, the policies and .
procedures must address the following:] be reviewed at least annually.

(2) A system to track the location of on-duty staff
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and sheitered patients in the [facility's] care
during an emergency. If on-duty staff and
sheltered patients are relocated during the
emergency, the [facility] must document the
specific name and location of the receiving facility
or other location.

*For PRTFs at §441.184(b), LTC at §483.73(b},
ICF/IIDs at §483.475(b), PACE at §460.84(b):]
Policies and procedures. (2) A system to track the
location of on-duty staff and sheltered residents in
the [PRTF's, LTC, {CFAID or PACE] care during
and after an emergency. If on-duty staff and
sheltered residents are relocated during the
emergency, the [PRTF's, LTC, ICF/liD or PACE]
must document the specific name and location of
the receiving facility or other locatfon.

*[For Inpatient Hospice at §418.113(b){6):]
Policies and procedures.

(i) Safe evacuation from the hospice, which
includes consideration of care and treatment
needs of evacuees; staff responsibilities;
transportation; identification of evacuation
location(s) and primary and alternate means of
communication with external sources of
assistance,

{v) A system to track the location of hospice
employees' on-duly and sheltered patients in the
hospice's care during an emergency. if the
on-duty employees or sheitered patients are
relocated during the emergency, the hospice
must document the specific name and location of
the receiving facility or other ]ocation.\

*[For CMHCs at §485,920(b);] Policies and
procedures. (2) Safe evacuation from the CMHG,
which includes consideration of care and
treatment needs of evacuees; staff
responsibilities; transportation; identification of

Monitoring and Tracking: The
Compliance Department will QA the
Professional Policy Committee monthly
to assure all policies are reviewed
annually by appropriate Administrative
staff.

Responsible: The Safety Committee
Chairman and the LTC DNS/designee
will be responsible for this correction.
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evacuation location(s); and primary and alternate
means of communication with external sources of

assistance.

*[For OPOs at § 486.360(b):] Policies and
procedures. {2) A system of medical
documentation that preserves potential and
actual donor information, protects confidentiality
of potential and actual donor information, and
secures and maintains the availability of records.

*[For ESRD at § 494.62(b):] Policies and
procedures. (2) Safe evacuation from the dialysis
facility, which includes staff responsibilities, and
needs of the patients.

This REQUIREMENT s not met as evidenced
by:

Based on record review and interview, it was
defermined the facility failed to provide a current
policy for tracking of staff and sheltered residents
during an emergency, or if relocated, a policy for
documentation of the receiving facility or other
location for those relocated individuals. Lack of a
tracking policy has the potential to hinder the
facility's ability to provide care and continuation of
services during an emergency. This deficient
practice affected 22 residents, staff and visitors
on the date of the survey, The facility is currently
licensed for 30 SNF/NF beds and had a census
of 22 on the date of the survey.

Findings include:

On 11/15/17 from 8:30 AM to 2:00 PM, review of
provided records, policies and procedures failed
to demonstrate the facility had in place a system
to track the location of on-duty staff and sheltered

residents during an emergency.

Interview of 4 of 4 staff members on 11/15/17
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from 10:00 - 11:45 AM, revealed none were
* | aware of any policies for the tracking procedures
of staff and residents during an emergency.
Interview of the Administrator during the exit
conference on 11/15/17 from 2:30 - 3.00 PM X
confirmed the facility was currently engaged with
a consultant in developing its policies for tracking
of residents and staff members during an
emergency.
Reference:
42 CFR 483.73 (b) (2) .
E 022| Policies/Procedures for Sheltering in Place E 022 | E022 1/18/18
58=F| CFR(s); 483.73(b)(4)
' A policy was written 12/12/17 entitled
[(b) Palicies a:md procedures. The [facilities] must Shelter in Place.
develop and implement emergency preparedness
policies andpp;rﬂcedtufre% based (;n thﬁ (&) of thi Identification of Others Affected: This
emergency plan set forth in paragraph (a} of this = . L
section, risk assessment at paragraph {a)(1) of affected 22 I“ES]d.EntS, staff and visitors.
this section, and the communication plan at It has the potential to affect alt
paragraph (c) of this section. The policies and residents, staff, and visitors. Staff were
procedures Must be rg\{lewed and updgted at introduced to and educated on the EOP
least annually. At a minimum, the policies and ; ) . . o
procedures must address the following:} and associated policies during a training
on12/12/17.
{(4) A means to shelter in place for patients, staff,
and volunteers who remain In the [facility]. [{4) or Measures/Systemic Changes: There will
(2),(3),(5),(6)] Ameans to shelter in place for be ongoing staff training as the EOP
Ecagie]:i?t?, staff, and volunteers who remain in the develops. The facility maintains all
acility]. policies and procedures on the Hospital
“IFor Inpatient Hospices at §418.113(b):] Policies Portal. Policies are controlled
and procedures. documents that are written and
(6) The following are additional requirements for reviewed through the use of an
hospice-operated inpatient care facilities only. electronic Policy M .. .
The policies and procedures must address the anic Folicy Manager. Policies will
following: be reviewed at least annually.
(i) Ameans to shelter in place for patients,
328721 if continuation sheet Page 16 of 36
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hospice employees who remain in the hospice. Monitoring and Tracking: The
ghis REQUIREMENT “is not met as evidenced Compliance Department will QA the
y: . . .
Based on record review and interview, it was Professional POE,'C_V Commltt.ee monthly
determined the facility failed to provide a current to assure all policies are reviewed
policy and procedure for sheltering in place which annually by appropriate Administrative
can subsequently be reviewed annually, Lack of a staff.
current policy and procedure for sheltering in
p’ia?fe htis tl:e potential EO lea\:;g residentsé and Responsible: The Safety Committee
staff without resources fo continue care during an . .
emergency. This deficient practice affected 22 C??alrman and t'he LTC DI\_IS/ de5|gn'ee
residents, staff and visitors on the date of the will be responsible for this correction.
survey. The facility Is currently licensed for 30
SNFINF heds and had a census of 22 on the date
of the survey.
Findings include;
£024
On 11/15/17 from 8:30 AM to 3:00 PM, review of 1/18/18
provided policies, procedures and emergency A policy was written 12/13/17 entitled
planning records, failed to demonstrate current Volunteer Services Emergenc
and annually reviewed policies and procedures eer -emni ergency
for sheltering in place. Records provided Management.
indicated a date range for policies and o )
procedures from 2003 to 2011 with no Identification of Others Affected: This
subsequent reviews. affected 22 residents, staff and visitors.
. . . It has the potential to affect all
Interview of the Administrator at the exit - .
conference on 11/16/17 from 2:30 - 3:00 PM residents, staff, and visitors. Staff were
revealed these policies and procedures had not introduced to and educated on the EOP
been updated and were currently under and associated policies during a training
development with the assistance of a consultant. on 12/12/17. '
Reference: Measures/Systemic Changes: There will
42 CFR 483.73 (b) (4) he ongoing staff training as the EOP
E 024 Policies/Procedures-Volunteers and Staffing E 024 de»te.!ops. The facility maintains all .
SS=F| CFR(s): 483.73(b)(6) policies and procedures on the Hospital
Portal. Policies are controlled
[(b) Policies and procedures. The [facilities] must documents that are written and
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develop and implement emergency preparsdness electronic Policy Manager. Policies will

policies and procedures, based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1} of -
this section, and the communication plan at

be reviewed at least annually.

Monitoring and Tracking: The

paragraph (c) of this section. The policies and Compliance Department will QA the

procedures must be reviewed and updated at Professional Policy Committee monthly

feast annually. At a minimum, the pqllclfas and to assure all policies are reviewed

procedures must address the following:] . o
annually by appropriate Administrative

(6) [or (4), (B), or (7) as noted above] The use of staff,

volunteers in an emergency or other emergency

staffing strategies, including the process and role Responsible: The Safety Committee

for integration of State and Federally designated Chairman and the LTC DNS/designee

health care professionals to address surge needs will be responsible for this correction.

during an emergency.

*ITFor RNHClIs at §403.748(b):] Policies and
procedures. (6) The use of volunteers in an
emergency and other emergency staffing
strategies to address surge needs during an
emergency.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed fo develop, -
document and maintain current emergency
policies, procedures and operatfional plans for the
use of volunteers to address surge needs during
an emergency. Lack of current plans and policies
for the use of volunteers has the potential fo
hinder the facility's ability to care for residents and
provide continuation of care during a disaster.
This deficient practice affected 22 residents, staff
and visitors on the date of the survey. The facility
is currently licensed for 30 SNF/NF beds and had
a census of 22 on the date of the survey.

Findings include;
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E 024| Continued From page 18 E 024
On 11/15/17 from 8:30 AM fo 3:00 PM, review of
provided policies, procedures and emergency
preparedness-records failed to demonstrate a
current plan, which addressed the use of
volunteers, or integration of State and Federally
designated health care professionals to address
surge needs during an emergency. Facility policy,
procedures and emergency plan records
provided, ranged in date from 2003 to 2011 with
no documentation of subsequent review.
Interview of 4 of 4 staff members on 11/15/17 E0025 1/18/18
from 10:00 to 11:45 A.M., did not indicate any
knowledge of the use of volunteers during an Corrective Action: CMH has partnered
emergency. Interview of the Administrator during with other local medical faciliti
the exit conference on 11/15/17 from 2:30 - 3:00 Nursing Homes in th 2 lities and
PM revealed the facifity was currently working g riomes in the area to assure
with a consultant in updating policies and that during an emergency, there are
procedures for addressing surge needs and the other facilities that can care for
use of volunteers. residents in an event of limitations or
Reference: cessation of operations at CMH.
4 83.73 (b) (6 e
2 OFR 4 .( '© - ldentification of others affected: This
E 025 Arrang(?ment with Other Facilities E 025 | affected 22 residents, staff, and visitors.
§5=C| CFR{s): 483.73(b)(7) .
It has the potential to affect ali
[(b) Policies and procedures. The [facilities] must residents, staff, and visitors. CMH has
develop and implement emergency preparedness created a regional healthcare coalition
policies and procedures, based on the with signed MOUSs t hat i
emergency plan set forth in paragraph (a) of this gned MOUS 1o assure that ?fa
section, risk assessment at paragraph (a)(1) of emergent situation is to occur, prior
this section, and the communication plan at agreements have been made to cover
paragraph (c) of this section. The policies and each of the facilities.
procedures must be reviewed and updated at
least annually. Ata minimum, the policies and Measures/Systemic Changes: During
procedures must address the following:] . .
the next years drills and exercises, an
“For Hospices at §418.113(b), PRFTs at after exercise briefing will be done to
§441.184,(b) Hospitals at §482.15(b), and LTC insure that the facilities were contacted
Facilities at §483.73(b):] Policies and procedures. within the guidelines of the Emergency
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E 025 Continued From page 19 E 025 | communication Plan to activate

1procedures. (7} The development of

{7} [or (B)] The development of arrangements
with ofher [facilities] [and] other providers {o
receive patients in the event of limitations or
cessation of operations to maintain the continuity
of services to facility patients.

*[For PACE at §460.84(b), ICF/IiDs at
§483.475{b), CAHs at §486.625(b}), CMHCs at
§485.920({b) and ESRD Facilities at §494.62(b):]
Policies and procedures. (7) [or (8}, (8)] The
development of arrangements with other
[faciliies] [or] other providers to recelve patients
in the event of limitations or cessation of
operations to maintain the continuity of services
to facility patients.

*[For RNHCIs at §403.748(b):] Policies and

arrangements with other RNHCIs and other
providers to receive patients in the event of
limitations or cessation of operaticns to maintain
the continuity of non-medical services to RNHCI
patients.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to document a
current plan for collaborative arrangements
between the faciiity and other health care
providers. Without current policies for
collaboration with other health care providers to
accommeodate for limitations and for the
cessation of operations, the facility is potentially
left without support services to continue care
during an emergency. This deficient practice
affected 22 residents, staff and visitors on the
date of the survey. The facility is currently
licensed for 30 SNF/NF beds and had a census
of 22 on the date of the survey.

discussion on resource availability with
the regional healthcare coalition.

Monitoring and tracking: Exercise

briefing records will be reviewed by the .

safety committee to assure required
elements were met. Deficiencies will be
addressed and corrective action
initiated. Results will be reported to
the Quality Committee following each
drill.

Responsible: The Safety Committee
Chairman and/or desighee will be
responsible for this corrective action.

Attachment: 11, 12, 13, 14, 15
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Findings include:
On 11/15{17 from 8:30 AM to 3:00 PM review of
provided policies, procedures and emergency
plans, failed to indicate a current plan for
collaboration with other health care providers.
Provided plans ranged in dates from 2003 to E0026 1/18/18
2011 and did not show any annual reviews had 26-
been conducted. . .
Corrective Action: A policy was written
Interview of the Administrator during the exit on 12/18/17 entitled Roles under an
conference on 11/15/17 from 2:30 - 3:00 PM, 1135 Waiver. As part of the process
found the facility was currently rewriting all review, CMH has had verbal
policies, procedures and developing a ’ . o
comprehensive plan in coordination with a agreements for two alternative site
consultant to address these missing components. buildings to continue care for residents,
patients, and community members,
Reference:
Identification of others affected. This
42 CFR 483.73 (b) (7) affected 22 residents, staff, and visitors.
E 026] Roles Under a Waiver Declared by Secretary E 026 | 1t has the potential to affect all
= : .73(b .
§8=C| CFR(s): 483.73(b)(8) residents, staff, and visitors. CMH has

[(b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the
emergency plan set forth in paragraph (a} of this
section, risk assessment at paragraph {a)(1) of
this section, and the communication plan at
paragraph (¢} of this section. The policies and
procedures must be reviewed and updated at
least annually. At a minimum, the policies and
procedures must address the following:]

(8) [(6), (B)C)({Iv), (7}, or (9)] The role of the
[facility] under a waiver declared by the Secretary,
in accordance with secfion 1135 of the Act, in the
provision of care and treatment at an alternate
care site identified by emergency management
officials.

partnered with Caribou County EMS,
Soda Springs School District, and the
Church of Jesus Christ of Latter Day
Saints to build a community alternative
site plan. Meetings have been set up to
formally sign agreements for 12/22/17.
The agreement that has been drafted,
and will be agreed upon by the four
entities, indicate that incident
command will be set up by Caribou
County EMS with the church building
being the first alternative site that will
be inspected for use and the Tigert
Middle School being the second option
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E 026| Continued From page 21 E 026 ; for the alternative site for healthcare

| . operations. Caribou County EMS will
*[For RNHCls at §403.748({b):] Policies and ‘e .
procedures. (8) The role of the RNHCI under a assist in the transportation of

walver declared by the Secretary, in accordance patients/residents with the school
with section 1135 of Act, in the provision of care district having busses available as back

at an alternative care site identified by emergency up for transportation. (CMH has a
management officials. )

This REQUIREMENT is not met as evidenced handicap bus that will be used as

by: primary transportation with the above
Based on record review and interview, it was as alternatives.)

defermined the facility failed to document a

current plan for the facllity role under an 1135 Measures/Systemic Changes: Verbal
waiver as declared by the Secretary and the agreements for MOU’s have been

provisions of care at an alternate site if identified

by emergency management officials. Failure to given. Signed MOU's are pending

plan for alternate means of care and the role 12/12/17. During the next year’s drills
facility options during an emergency. This will be done to insure that the facilities

deficient practice affected 22 residents, staff and o -
visitors on the date of the survey. The facility is were contacted within the guideiines of
currently ficensed for 30 SNFINF beds and had a the Emergency Communication Plan to

census of 22 on the date of the survey. activate discussion on alternative site

Findings include: plans with the local EMS coordinator.

On 11/15/17 from 8:30 AM to 3:00 PM, review of Monitoring and tracking: Exercise

the provided policies and procedures revealed briefing records will be reviewed by the
the faCiEEty did not have a current pO“Cy or Safety committee to assure requil—ed
procedure that addressed the facility role during a elements were met. Deficiencies will be

disaster event. Policies, procedures and
emergency plans provided ranged in date from
2003 to 2011, without documentation of annual initiated. Results will be reported to

reviews. ' the Quality Committee following each
‘ driil.

addressed and corrective action

Interview of the Adminlistrator during the exit
conference on 11/15/17 from 2:30 - 3:00 PM, he . .
stated the facility was working with a consuitant to ResPonsmle. The Saffety Com.m:ttee
update and develop the emergency plan to meet Chairman and/or designee will be
the requirements of this standard. responsible for this corrective action.

Attachment: 12, 13, 14, 15, 25
If continuation sheet Page 22 of 36
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Reference:

42 CFR 483.73 (b) (8)

E 028 Development of Communication Plan E 029 | E0029-
SS=F| CFR(s): 483.73(c) :

1/18/18

Corrective Action: CMH has completed
{c) The [facility] must develop and maintain an an Emergency Communication plan that

emergency preparedness communication plan .
that complies with Federal, State and local laws was put lr‘nto place on 12/15/17 to
and must be reviewed and updated at [east comply with CFR(s) 483.73(b)(8).

annually. e .
Identification of others affected: This

This REQUIREMENT is not met as evidenced
by: affected 22 residents, staff, and visitors.
Based on record review and interview, it was it has the potential to affect all
determined the facility failed to document a residents, staff, and visitors. The CMH
current plan for facility communications. I

Emergency Communication Plan

Communication plans are an essential

component during an emergency. Failure to have outlines the necessary procedures in

a current communication plan has the potential to order to communicate from start to end

hinder hoth internal and external emergency of an emergency situation

response by personnel. This deficient practice )

affected 22 residents, staff and visitors on the Measures/Systemic Ch L C

date of the survey. The facility is currenfly . SISy ?m anges: Current
staff will be trained on the new

licensed for 30 SNF/NF beds and had a census

of 22 on the date of the survey. Emergency Operations Plan on January

S g*h, 2017. Al new hires receive
Findings include: education on the Emergency

On 11/15/17 from 8:30 AM to 3:00 PN, review of Operations plan during new hire

provided disaster and emergency policies and orientation. CMH holds an annual
procedures revealed no current communication reorientation program for all current
plan. Records from a poficy and plan dated 2003 employees, where they will review the

indicated the facility would utilize backup radio ) i
communication, but falled to document any Emergency Operations Plan. During the

updated version, policy or procedure as to how next year’'s drills and exercises, an after
this method was utilized. exercise briefing will be done to insure

the process in the Communication Plan

Interview of 4 of 4 staff members on 11/15/17
from 10:00 - 11:45 AM, failed to demonstrate staff were followed and effective.

had a working knowledge of a communications
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Continued From page 23

plan. Further interview of the Administrator during
the exit conference on 11/15/17 from 2:30 - 3:00
PM indicated he was not aware of the previous
policy for the radio use. The Administrator further
stated the policy and plan was currently being
updated with the assistance of a consuitant.

Reference;

42 CFR 483.73 (c)

Primary/Alternate Means for Communication
CFR(s): 483.73(c)(3)

[(c) The [facility] must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at [east
annually.] The communication plan must include
all of the foilowing:

(3) Primary and alternate means for
communicating with the following:

(i) [Facility] staff.

(i} Federal, State, tribal, regional, and local
emergency management agencies.

*For ICF/liDs at §483.475(c):] (3} Primary and
alternate means for communicating with the
ICF/iD's staff, Federal, State, tribal, regional, and
local emergency management agencies.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
deteffhined the facility failed to document a
current plan for the primary and alternate means
of communicating with staff, federal, stafe, tribal,
regional and local emergency management
agencies during an emergency. Lack of a current
plan for facility communication options has the
potential to hinder response efforts by staff and

E 029

E 032

Monitoring and tracking: Exercise
briefing records will be reviewed by the
safety committee to assure required
elements were met. Deficiencies will be
addressed and corrective action
initiated. Results will be reported to
the Quality Committee following each
drill.

Responsible: The Safety Committee
Chairman and/or designee will be
responsible for this corrective action.

Attachment: 16, 17

E032-

Corrective Action: CMH has completed
an Emergency Communication plan that
was put into place on 12/15/17.

Identification of others affected: This
affected 22 residents, staff, and visitors.
it has the potential to affect all
residents, staff, and visitors. The CMH
Ernergency Communication Plan has a
primary and alternative means of
communication section listed as section
3.The section addresses the primary

ways of communication and if all those

are down, alternative ways to complete
communication to allow operations of
the ECP.

1/18/18

JRM CMS-2567(02-99) Previous Versions Obsolete

32B721

[f continuation sheet Page 24 of 36



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

Printed: 11/29/2017
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES

(1) PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING
135060 B. WING 111152017
NAME OF PROVIDER OR SUPFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CARIBOU MEMORIAL LIVING CENTER 300 SOUTH THIRD WEST
SODA SPRINGS, ID 83276
(X4} ID SUNMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX {EAGH GORRECTIVE ACTION SHOULD BE CamPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
: DEFICIENCY)
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emergency management agencies. This deficient Measures/Systemic Changes: All
practice affected 22 residents, staff and visitors current staff will be trained on the new
on the date of the survey. The facility is currently Emereency Operations Pl |
licensed for 30 SNF/NF beds and had a census el Y oo | o on Janeary
of 22 on the date of the survey. ’ - All new hires receive
education on the Emergency
Findings include: Operations plan during new hire
On 11/5/17 from 8:30 AM to 3:00 PM, review of orientation. CMH holds an annual
provided disaster and emergency policies and reorientation program for all current
procedures revealed two policies which indicated employees, where they will review the
communication procedures during an emergency. Emergency Operations Plan. During the
One plan was dated 2003 and the second pfan next vear's drills and exercises £t
was dated 2011. Neither plan indicated any years driis an » an atter
annual review or update. exercise briefing will be done to insure
the process in the Communication Plan
Interview of the Maintenance Engineer on were followed and effective.
11/15/17 from 1:00 - 1;30 PM found he knew of
emergency radios to be used during disasters, Monitoring and tracking: Exercise
but nc formal or updated plan on briefine records will b . d by th
communications. NE recoras will be reviewed by the
safety committee to assure required
Reference: elements were met. Deficiencies will be
addressed and corrective action
CFR 483.73 3 - .
E 033 ;2 th j tor Sh ((?) ( [) ‘ " £ 033 initiated. Results will be reported to
ethods for Sharing Information . . .
S5=C| CFR(s): 483.73(C)(4)-(6) :cjhfe”Quailty Committee following each
rill.
[(c) The [facility] must develop and maintain an . .
emergency preparedness communication plan Responsible: The Safety Committee
that complies with Federal, State and local laws Chairman and/or designee will be
and must be reviewed and updated at least responsible for this corrective action.
annually.] The communication plan must include . ‘
all of the following: Attachment: 17, 18
(4) Amethod for sharing information and medical
documentation for patients under the [facility's]
care, as necessary, with other health providers to
maintain the continuity of care.
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(5) Ameans, in the event of an evacuation, to
release patient information as permitted under 45
CFR 164.510(b}{(1){(ii). [This provision is not
required for HHAs under §484.22(c}, CORFs
under §485.68(c), and RHCs/FQHCs under
§491.12(c).]

(6) [(4) or (8)]JA means of providing information
about the general condition and location of
patients under the [facllity's] care as permitted”
under 45 CFR 164.510(b)(4).

*[For RNHCls at §403.748(c):] (4) Amethod for
sharing information and care documentation for
patients under the RNHCI's care, as necessary,
with care providers to maintain the continuity of
care, hased on the written election statement
made by the patient or his or her legal
representative.

*For RHCs/FQHCs at §491.12(c):] (4) Ameans
of providing information about the general
condition and location of patients under the
facility's care as permitted under 45 CFR
164.510(b){4).

This REQUIRENENT is not met as evidenced
by:

Based on record review and interview, it was
determined the fagcility failed to document a
current plan for sharing information during an
emergency. Lack of a current plan for sharing
information with other health care providers has
the potential to hinder the facility's ability to
continue care during a disaster. This deficient
practice affected 22 residents, staff and visitors
on the date of the survey. The facility is currently
licensed for 30 SNFINF beds and had a census
of 22 on the date of the survey.

Findings Inciude:

training packet.

Action taken: A policy was written
12/13/17 entitled Communications-
Disclosure of PHI During Disaster Relief
Efforts.

identification of Others: This affected
22 residents, staff and visitors. It has
the potential to affect all resident’s staff
and visitors. Residents will be
educated on this policy at the next
Monthly Resident Council Meeting.
Families will be mailed an educational

Measures/Systemic Changes: Ongoing,
residents will be educated on this policy
and other pertinent policies as needed
at their monthly resident council
meetings. For new admissions the DNS
will provide and review an information
packet with new residents, families and
representatives.

Monitoring and Tracking: The
DNS/designee will monitor compiiance
of the education process, through QA
monthly. The DNS/designee will
reassess the needed frequency of the
QA after 6 months.

Responsible: The LTC DNS/designee
will be responsible for monitoring this
correction.
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[(c) The [facility] must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least
annually.] The communication plan must include
alt of the following:

(7) [(5) or (B)] Ameans of providing information
about the [facility's] occupancy, needs, and its
ability to provide assistance, to the authority
having jurisdiction, the Incident Command
Center, or designee.

*[For ASCs at 416.,54(c)]: (7) A means of
providing information about the ASC's needs, and
its ability to provide assistance, to the authority
having jurisdiction, the Incident Command

emergency situations, as well as for
those in the region in Hospitals and
Living Centers. This plan will allow for
back up to other organizations, as well
as covering CMH with needed beds,

supplies, and employees needed during '

an emergency.

Measures/Systemic Changes: Current
staff will be trained on the new
Emergency Operations Plan on January
9% 2017. All new hires receive
education on the Emergency

(%) ID SUMMARY STATEMENT OF DEFICIENCIES ID
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
E 033| Continued From page 26 E 033
On 11/15/17 from 8:30 AM to 3:00 PM, review of
provided disaster and emergency policies and
procedures failed to demonstrate a current policy
which could be implemented by the facility to 18
share information for the care of residents with E034- 1/18/
other healthcare providers. The reviewed . .
emergency plan, policies and procedures ranged Corrective Action: CMH‘has., completed
in dates from 2003 to 2011, without any an Emergency Communication pfan that
documentation of a annual review or update. was put into place on 12/15/17.
Interview of the Administrator during the exit Identification of others affected: This
conference on 11/16/17 from 2:30 - 3:00 PM affected 22 residents, staff, and visitors.
found the facility was currently re-writing the It has th ial e
emergency plan, policies and procedures with the as the potential to a ectall
assistance of a consultant to meet this standard. residents, staff, and visitors. The CMH
Emergency Communication Plan has

Reference: attachment B as the fiow chart for
42 CFR 483.73 (c) (4) - (B) reporting out to local EMS and

E 034} Information on Occupancy/Needs £ paq | Healthcare c?alstions to assure the

§5=C! CFR(s): 483.73(c)(7) needs are being met for local
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Center, of designee.

*[For inpatient Hospice at §418.113] (7) Ameans
of providing information about the hospice's
inpatient occupancy, needs, and its ability to
provide assistance, fo the authority having
jurisdiction, the incident Gommand Center, or
designee.

This REQUIREMENT is not met as evidenced
by:

Based on record review and inferview, it was
determined the facility failed to document a
current plan for sharing information on needs,
occupancy and its ability to provide assistance
with emergency management officials. Lack of a
current plan for providing information to
emergency personnel on the facility's needs and
abilities to provide assistance during an
emergency has the potential to hinder response
assistance and continuation of care of residents.
This deficient practice affected 22 residents, staff
and visitors on the date of the survey. The facility
is currently licensed for 30 SNF/NF beds and had
a census of 22 on the date of the survey.

Findings include:

On 11/15/17 from 8:30 AM to 3:00 PM, review of
provided poficies, procedures and emergency
plans revealed a range of dates from 2003 to
2011, with no indication of what method the
facility would use to share information on its
needs or capabhilities with emergency
management officials. Further review found no-.:.
documentation was provided indicating an annual
review or update had been conducted.

During the exit conference on 11/15/17 from 2:30
-~ 3:00 PM the Administrator stated the facility was
currently updating the policies and procedures

E 034 | operations plan during new hire
orientation. CMH holds an annual
reorientation program for all current
employees, where they review the
Emergency Operations Plan. During the
next year’s drills and exercises, an after
exercise briefing will be done toinsure [
the process in the Communication Plan
was followed and effective.

driil.

Maonitoring and tracking: Exercise
briefing records will be reviewed by the
safety committee to assure required
elements were met. Deficiencies will be
addressed and corrective action
initiated. Results will be reported to
the Quality Committee following each

Responsible: The Safety Committee
Chairman and/or designee will be
responsible for this corrective action.

Attachment:; 20
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with the assistance of a consultant to be in
substantial compliance with the standard.

Reference: E035 1/18/18

Corrective Action: A policy on
Communication with patients/residents
and families was written on 12/13/17.

42 CFR 483.73 () (7)

E 035: LTC and |CF/IID Sharing Plan with Patients E 035
§S=C| CFR(s): 483.73(c)(8)

I(c) The [LTG facility and ICF/ID] must develop Identification of others affected: This
and maintain an emergency preparedness affected 22 residents, staff, and visitors.
communication plan that complies with Federal, It has the potential to affect all
State and local laws and musf be rewewed end residents, staff, and visitors. Residents
updated at least annually.] The communication ;

will be educated on the EOP and policy

plan must include all of the following:
at their next monthly Resident Council

(8) A method for sharing info.r[naﬁon from the Meeting. Families will be mailed an
emergency plan, that the facility has determined Educational Training Packet

is appropriate, with residents [or clients] and their aining racket.

families or representatives . ) .
This REQUIREMENT is not met as ewdenced Measures/ S'ystem|c Changes: Ongoing,
by: residents will be educated on the EOP
Based on record review and interview, it was and other pertinent policies at each of
determined the facility failed to provide a current their monthly resident council

plan for sharing information on the emergency ti £ dimissi

plan with residents, families or representatives. Meetings. For new admissions, th‘?
Lack of a current plan for sharing information to DNS/designee will provide and review
residents, families or representatives has the an information packet with new
potential to create confusion and lack of idents. famili :
understanding of the facility's response duringa residents, families/representatives.
disaster. This deficient practice affected 22 Monitoring and Trackine: taci
residents, staff and visitors on the date of the i . & rec ing: The designee
survey. The facility is currently licensed for 30 will monitor compliance through QA
SNE/NF beds and had a census of 22 on the date monthly. The DNS/designee will

of the survey. reassess the needed frequency of the

. A . _
Findings include: QA after six months

On 11/15M7 from B:30 AM to 3:00 PM, review of Responsible: LTC DNS and/or designee.

provided disaster and emergency policies and Attachment: 21
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procedures revealed a range of dates for policies,
procedures and emergency plans from 2003 fo
2011. No documentation was provided
demonsfrating the facility policy for sharing
information with residents, their families or
representatives, and no annual review or update
had.been conducted.

Interview of the Supeivisor for the Living Center
on 11/15/17 from 11:15 -~ 11:45 AM revealed he
was hot aware of any policies or procedures for
sharing the emergency plan with residents, family
or representatives

Reference:

42 CFR 483.73 (c) (8)

EP Training and Testing
CFR(s): 483.73(d)

{d} Training and testing. The [facility] must
develop and maintain an emergency
preparedness training and testing program that is
based on the emergency plan set forth in
paragraph {a) of this section, risk assessment at
paragraph (a)(1) of this section, policies and
procedures at paragraph (b) of this section, and
the communication plan at paragraph (c) of this
section. The training and testing program must
be reviewed and updated at least annually.

*[For ICF/IDs at §483.475(d):] Training and
testing. The }CF/ID must develop and maintain
an emergency preparedness training and testing
program that is based on the emergency plan set
forth in paragraph (a) of this section, risk
assessment at paragraph (a){1) of this section,
policies and procedures at paragraph (b) of this
section, and the communication plan at
paragraph {c) of this section. The fraining and

E 035

E 038

F036

Corrective Action: A policy on General
Staff Training was written on 12/13/17.

Identification of others affected: This
affected 22 residents, staff, and visitors.
it has the potential to affect all
resideqts, staff, and visitors. Training
with the nursing home licensed and
unlicensed staff was initiated at a staff
meeting 12/12/17 where the following
policies were reviewed: Emergency
Management Plan, Shelter in Place, and
Obtaining Water in an Emergency
Situation.

direction of JR Consulting, this facility
will develop and implement a training
and testing program covering aspects of
the facility’s Emergency Operations Plan
to be initiated January 9, 2017. Aspects
of the EOP training will cover HVA
results, ICS Structure, General
Communications and Respensibilities,
Activation of the EOP, Coordination
with Local, State and Federal Resources
and staff and resident safety. Other
topics may be added and guestions will
be addressed. The program will
become part of the New Employee

| Measures/Systemic Changes: Under the |

J

| 1/18/18

JRM CMS-2567(02-99) Previous Versions Obsolete

328721

i continuation sheet Page 30 of 36



Printed: 11/29/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES : * FORM APPROVED
. CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
135060 B. WING 11M5/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CARIBOU MEMORIAL LIVING CENTER 300 SOUTH THIRD WEST
SODA SPRINGS, ID 33276
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5)
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COM;:TEET 1o
TAG OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFIGIENCY)
E 038| Continued From page 30 E 036 | Orientation and be offered as an in-

testing program must be reviewed and updated at service to all facility employees. A basic

least annually. The ICFAID must meet the re- and post-test will be gi imil

requirements for evacuation drills and training at P P il be given, similar

§483.470(h). to the process developed at the FEMA

3 Center for Domestic Preparedness
Ferssmarais asios i g || comerrdofthose g v
9, : y ¥ be maintained with the facility’s

develop and maintain an emergency

preparedness training, testing and patient
orientation program that is based on the i
emergency plan set forth in paragraph {a) of this

Education Department.

Monitoring and Tracking: The Education

section, risk assessment at paragraph (a)(1) of Department will monitor compliance of

this section, policies and procedures at paragraph re- and post-testi d

{b) of this section, and the communication plan at P . post-testing an .report to the
Quality and Safety Committee monthly.

paragraph (c) of this section. The training, testing

and orientation program must be reviewed and The Education Department will reassess

updated at least annually. the needed frequency of the QA after
This REQUIREMENT is not met as evidenced six th

by months.

Based on record review and interview, it was Responsible: Safety Committee Chair

determined the facility failed to provide current
emergency prep training and testing program.
Lack of an emergency fraining and testing

program covering the emergency preparedness Attachment: 22, 24
plan and policies for the facility, has the potential
to hinder staff response during a disaster. This
deficient practice affected 22 residents, staff and
visitors on the date of the survey. The facility is
currently licensed for 30 SNF/NF beds and had a
census of 22 on the date of the survey.

and/or designee, Education.

Findings include:

On 11/15/17 from 8:30 AM to 3:00 PM, review of
provided disaster plans and emergency policies
and procedures, revealed a range of dates for
policies, procedures and emergency plans from
2003 to 2011. No documentation was provided
demonstrating the facility had a current training
and testing program for staff based on a specific
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E 036

E 037
§S=F

Continued From page 31
plan, and no annual review or update had been
conducted. o

interview of 4 of 4 staff members on 11/15/17
from 10:00 - 11:45 AM, revealed no specific
training and testing was conducted on the
emergency preparedness plan or policies. Further
interview of the Supervisor of the Living Center
found he was not aware of a particular program
designed for training and testing on the
emergency plan.

Reference:

42 CFR 483.73 (d)

EP Training Program
CFR(s): 483.73(d)(1)

{1} Training program. The [facility, except CAHSs,
ASCs, PACE organizations, PRTFs, Hospices,
and dialysis facilities] must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with
their expected role.

(i} Provide emergency preparedness training at
least annually.

(il Maintain documentation of the training.

{iv) Demenstrate staff knowledge of emergency
procedures.

*[For Hospitals at §482.15(d) and RHCs/FQHCs
at §491.12;1 (1) Training program. The [Hospital
or RHC/FQHC] must do all of the following:

(i) Initial training in etmergency preparedness
policies and procedures to ali new and existing
staff, individuals providing on-site services under
arrangement, and volunteers, consistent with
their expected roles.

E 036

E 037

E037

Action Taken: Under the direction of JR
Consulting, this facility will develop and
implement a testing and training
program covering aspects of the
facility’s Emergency Operations Plan to
be initiated January 9, 2017.

Identification of other affected: This
affected 22 residents, staff, and visitors.
ft has the potential to affect all
residents, staff, and visitors. The
program will become part of the New
Employee Orientation and be offered as
an in-service to all facility employees. A
basic pre- and post-test will be given,
similar to the process developed at the
FEMA Center for Dotmestic
Preparedness Center,

1/18/18
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(i) Provide emergency preparedness training at
least annually.

{iify Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

This is what's in SOM but is missing here.

*[For Hospices at §418.113(d):] (1) Training. The
hospice must do ali of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
hospice employees, and individuals providing
services under arrangement, consistent with their
expected roles.

(iiy Demonstrate staff knowledge of emergency
procedures.

(iiiy Provide erergency preparedness training at
least annually.

(iv) Perfodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff), with
special emphasis placed on carrying out the
procedures necessary to protect patients and
others. '

YFor PRTFs at §441.184(d):] (1) Training
program. The PRTF must do all of the following:
(i) Initial training in emergency preparedness
policies and procedures to alf new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with
their expected roles.
(if) After initial training, provide emergency
| preparedness training at least annually.

(i) Demonstrate staif knowledge of emergency
procedures.
(iv) Maintain documentation of all emergency
preparedness training.

“[For PACE at §460.84(d):] (1) The PACE
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E 037; Continued From page 32 E 037

Measures/Systemic Changes: The
training will also be included in the
facility’s annual re-orientation program.
A record of those attending will be
maintained with the facility’s Education
Department. The facility will conduct
required exercises on an annual basis,
either by actual events or planned
exercises in conjunction with Local
Emergency Responders.

Monitoring and Tracking: The
Fducation Department will monitor
compliance of pre- and post-testing and
report to the Quality and Safety
Committee monthly. The Education
Department will reassess the needed
frequency of the QA after six months.

Responsible: Safety Committee Chair
and/or designee, Education.

Attachment: 23
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organization must do all of the following:

(1} Initial training in emergency preparedness
policies and procedures fo all new and existing
staff, individuals providing on-site services under
arrangement, confractors, participanis, and
volunteers, consistent with their expected roles.
(if) Provide emergency preparedness fraining at
feast annually.

(iiiy Demonstrate staff knowledge of emergency
procedures, including informing participants of
what to do, where to go, and whom fo contact in
case of an emergency.

(iv) Maintain documentation of all training.

*[For CORFs at §485.68(d):]){1) Training. The
CORF must do all of the following:

(i) Provide initial fraining in emergency _
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles.

(i) Provide emergency preparedness training at
least annually.

(iff) Maintain documentation of the fraining.

(iv) Demonstrate staff knowledge of emergency
procedures. All new personnel must be oriented
and assigned specific responsibilities regarding
the CORF's emergency plan within 2 weeks of
their first workday. The training program must
include instruction in the location and use of
alarm systems and signals and firefighting
equipment.

*[For CAHs at §485.625(d):] (1} Training program.
The CAH must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures, including prompt
reporting and extinguishing of fires, protection,
and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
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cooperation with firefighting and disaster
authorities, fo all new and existing staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.

(i) Provide emergency preparedness training at
feast annually.

(lif} Maintain documentiatfon of the fraining.

(iv) Demonstrate staff knowledge of emergency
procedures.

*[For CMHCs at §485.920(d):j (1) Training. The
CMHC must provide initial fraining in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles, and maintain
documentation of the training. The CMHC must
demonstrate staff knowledge of emergency
procedures. Thereafter, the CMHC must provide
emergency preparedness training at least
annually.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to provide a current
emergency prep training program. Lack of a
training program on the emergency preparedness
plan and policies for the facility, has the potential
to hinder staff response during a disaster. This
deficient practice affected 22 residents, staff and
visitors on the date of the survey. The facllity is
currently licensed for 30 SNF/NF beds and had a
census of 22 on the date of the survey.

Findings include:

On 11/15/17 from 8:30 AM to 3:00 PM, review of
two provided emergency plans revealed the plans
ranged in date from 2003 to 2011. No
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documentation was provided demanstrating the
facility had a training program for staff based on
either plan, and there was no indication an annual
review or update had been conducted.

Interview of 4 of 4 staff members on 11/15/17
from 10:00 - 11:45 AM revealed no specific
training was conducted on the emergency plan or
its contents. Further interview of the Supervisor of
the Living Center indicated he was not sure which
plan was the current plan being implemented by
the facility for training.

Interview of the Administrator during the exit
conference on 11/15/17 from 230 - 3:00 PM .
confirmed the facility did nat currently have a
training program focused on the emergency plan
as the facility was updating the content.

Reference:

42 CFR 483.73 (d) (1)
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