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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Elton:

On January 4, 2018, a Facility Fire Safety and Construction survey was conducted at
Wellspring Health & Rehabilitation of Cascadia 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 sigmficant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer
each deficiency and state the date when each will be completed. Please provide ONLY ONE
completion date for each federal and state tag in column (X5) Completion Date to signify when
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you allege that each tag will be back in compliance. NOTE: The alleged compliance date must
be after the "Date Survey Completed” (located in field X3) and on or before the "Opportunity to
Correct" (listed on page 2). After each deficiency has been answered and dated, the administrator
should sign the Statement of Deficiencies and Plan of Correction, CMS-2567 Form in the spaces
provided and return the originals to this office. If a State Form with deficiencies was issued, it
should be signed, dated and returned along with the CMS-2567 Form.

Your Plan of Correction (PoC) for the deficiencies must be submitted by January 29, 2018.
Failure to submit an acceptable PoC by January 29, 2018, may result in the imposition of civil
monetary penalties by February 18, 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;

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

¢ How the corrective action(s) will be monitored to ensure the deficient practice will not recur,
i.e., what quality assurance program will be put into place; and,

o Include dates when corrective action will be completed.

o The 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 March 9, 2018,
(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 March 9,
2018. A change in the seriousness of the deficiencies on March 9, 2018, may result in a change
i the remedy.
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The remedy, which will be recommended if substantial compliance has not been achieved by
March 9, 2018, includes the following:

Denial of payment for new admissions effective April 4, 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 July 4, 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 January 4, 2018, and continue until
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid
Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. To be given such an opportunity, you are
required to send your written request and all required information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:
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http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/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 January 29, 2018. If your request for informal dispute
resolution is received after January 29, 2018, 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/
Enclosures
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E 000| Initial Comments E 000

This plan of correction is submilted as
required under Federal and State

The facility is a single story Type V (lIl) structure regulations and statutes applicable to

built in 1998 with an addition of 60 beds in March

2001 and a vent unit expansion in 2014. The long-term care providers. The plan of
facility is equipped with two (2) diesel powered Correction does not  constitute
emergency generators as part of the facility EES agreement by the facility that the
(En_merggntgy Ele‘i.r ical fsg‘;ftim)}i,‘t’yne (c]) for “}‘;‘ surveyors  findings constitute a
main existing portion of the facifity and one :

which was a%ged for the vent unit expansior(L The deﬁczfency and/for th‘ft th'e SC?p e and
facility is located in a municipal fire and county severity of the deficiencies cited are
emergency district with full sprinkler protection correctly applied.

throughout and smoke detection coverage in

corridors, sleeping rooms, and open spaces, The
facility is currently ticensed for 120 SNF/NF beds
and had a census of 54 on the dates of the RECEIV ED
survey.

90 2018
The following deficiencies were cited during the JAN J 0 z
emergency preparedness survey conducted on EACILITY STANDAFRDS
January 3 and 4, 2017. The facility was surveyed
under the Emergency Preparedness Rule
established by CMS, in accordance with 42 CFR
483.73.

The Survey was conducted by:

Sam Burbank

Health Facility Surveyor

Facility Fire Safety & Construction
E 006} Plan Based on All Hazards Risk Assessment E006 |1. SPECIFIC ISSUE:

SS=F| CFR(s): 483.73(a)(1)-(2) Wellspring Health and Rehabilitation
of Cascadia’s all hazard risk

[(a) Emergency Plan. The [facility] must develop

and maintain an emergency preparedness plan assessment was reviewed and
that must be reviewed, and updated at least updated on or before 2/14/18 by
annually. The plan must do the following:] facility QAPI committee and

community emergency personnel to

{1) Be based on and include a documented, include but not limited to community

facility-based and community-based risk

assessment, utilizing an all-hazards appgﬁ’ach.* based risk assessment with local l
[ABORATORY DIREGTOR'S OR PROVIDERTSUPPL R REPRESENTATIVE'S SIGNATURE THLE (X6) DATE
— ; &S i) fz,.c%'j [y

van asjefisk (*) déhotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficieni/protestion to the gatients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whethier or'not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days foliowing the date these dociments are made available to the facifity, If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete WZ W21 If continuation sheet Page 1 of 41
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*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,
including missing residents.

*[For ICF/lIDs 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} Inciude strategies for addressing emergency
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 to localized disasters and emergencies.
This deficient practice affected 54 residents, staff
and visitors on the date of the survey.

Findings include:

On 1/3/18 and 1/4/18 from 9:30 AM to 5:00 PM,
review of provided policies, procedures and the
emergency plan located at the nursing station did
not reveal a current facility and community based

empirical data for the community
based component, current and
comprehensive policy, and
procedures and updated site-specific
all-hazards risk assessment.

OTHER RESIDENTS:
All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding updated all-
hazard risk assessment.

. MONITOR:
Upon completion of initial education
with staff, Executive Director and/or

designee will monitor the
effectiveness of the emergency
management plan through staff
interview and provide outcomes to
QAPI committee monthly for the
next 3 months, Additional education
will be provided as necessary.

Plan to be updated as needed.

Date of Compliance:

{X4) 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 ION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
E 006! Continued From page 1 E 006

2/14/18
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potentially affected 54 residents, staff and visitors
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E Q06| Continued From page 2 E 006
risk assessment had been conducted. Interview
of the Administrator and Environmental Services
Manager on 1/3/18 from 10:30 - 11:00 AM found
the facility had not yet contacted or conducted a
facility and community based risk assessment.
Reference:
42 CFR 483.73 (a) (1) - (2)

E 007| EP Program Patient Population E007 |1, SPECIFIC ISSUE:

§8=C| CFR(s): 483.73(a)(3) Wellspring Health and Rehabilitation
[(a) Emergency Plan. The [facility] must develop of Cascadia’s Emergency
and maintain an emergency preparedness plan Management Plan was reviewed and
that must be reviewed, and updated at least updated on or before 2/14/18 by
annually. The plan must do the following:] facility QAPI committee and
(3) Address patient/client population, including, community‘ emergency perS(?nnel t.o
but not limited to, persons at-risk; the type of address resident population including
services the [facility] has the ability to provide in persons at risk, staff succession
an emergency; and continuity of operations, planning, delegation of authority,
g}glﬁsdtrlg delegations of authority and succession and facility’s ability to provide

' services in an emergency.

*Note: ["Persons at risk” does not apply to: ASC,
hospice, PACE, HHA, CORF, CMCH, RHC, 2. OTHER RESIDENTS:
FQHG, or ESRD facilities.] All residents are potentially affected
This REQUIREMENT is not met as evidenced by deficient practI;ce Y
by: )
Based on record review and interview, it was
defermined the facility failed to provide current 3. SYSTEMIC CHANGES:
policies, procedures and an emergency plan that Staff educated on or before 2/14/18
had been reviewed annually, addressing the Executive Director and/or designee
resident population including persens at risk, the . i .
facility's ability to provide in an emergency and regardlr.lg fe.lcﬂltle_s resident -
included continuity of operations with staff population including persons at risk,
succession planning. Failure to provide updated staff succession planning, delegation
policies, procedures and succession plan, of authority and facility’s ability to
potentially hinders continuation of resident care provide services in an emergency.
during an emergency. This deficient practice

FORM CMS-2567(02-99} Previaus Versions Obsolete WZiwz1 If continuation sheel Page 3 of 41
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E 007 Continued From page 3 E 007 !14. MONITOR:
on the date of the survey. Upon completion of initial education
o ) with staff, Executive Director and/or
Findings include: . . .
designee will monitor the
1) On 1/3/18 from 9:30 AM - 5:00 PM review of effectiveness of the emergency
provided policies and procedures and the management plan through staff
emergency plan from the nursing station did not interview and provide outcomes to
rsel i incude delogeions o QAP commitice monthly for the
P ' next 3 months. Additional education
2) Interviews conducted of 5 of 5 staff members will be provided as necessary.
on 1/4/18 from 9:00 AM - 2:00 PM revealed staff Plan to be updated as indicated.
members were unfamiliar with any plan, policies,
or procedures for the succession planning of . .
staff, or procedures for facility continuity of 5. Date of Compliance: 2/14/18
operations during a disaster.
Reference:
42 CFR 483.73 (a) (3
E 009| Local, State, Tribal Collaboration Process E009|1. SPECIFIC ISSUE:
SS=F| CFR(s): 483.73(a)(4) Wellspring Health and Rehabilitation
” of Cascadia’s Emergency
[(a} Emergency Plan. The [facility] must develop .
and maintain an emergency preparedness plan Management P lan was reviewed and
that must be reviewed, and updated at least updated on or before 2/14/18 by
annually. The plan must do the following:] facility QAPT committee and
, community emergency personnel to
(4) lnciudg a process for cooperafion and include comprehensive collaboration
collaboration with local, tribal, regional, State, and th local lannin
Federal emergency preparedness officials' efforts with ocal emergency plann g
to maintain an integrated response during a authorities including documentation
disaster or emergency situation, including of the facility’s efforts to contact
documentation of the facility's efforts to contact such officials.
such officials and, when applicable, of its
icination i t' .
Efa;:ﬁ:ﬁ; gafl;o:rrtl;olfabora ive and cooperative 2 OTHER RESIDENTS:
All residents are potentially affected
*[For ESRD facilities only at §494.82(a){4)]: {4) by deficient practice.
Include a process for cooperation and
collaboration with local, tribal, regional, State, and
FORM CMS-25667(02-99) Previous Versions Obsolete WZ1W21 If continualion sheet Page 4 of 41
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E 009| Continued From page 4 E 009 (3. SYSTEMIC CHANGES:
Federal emergency preparedness officials’ efforts Staff educated on or before 2/14/18
tq maintain an mtegratec_i response dur]ng a by Executive Director and/or
disaster or emergency situation, including desi dine facility’ dated
documentation of the dialysis facility's efforts to esignee regarding facility’s update
contact such officials and, when applicable, of its all hazard risk assessment developed
participation in collaborative and cooperative in collaboration with local
planning efforts. The dialysis facility must contact emergency authorities.
the local emergency preparedness agency at
least annually to confirm that the agency is aware
of the dialysis facility's needs in the event of an 4. MONITOR: ) o _
emergency. Upon completion of initial education
This REQUIREMENT is not met as evidenced with staff, Executive Director and/or
gﬁsed on record review and interview, it was designee will monitor the
determined the facility failed to deve!ob a current effectiveness of the emergency
plan for cooperation and collaboration with local, managcment plan t‘hrough staff
tribal, regional, State and Federal EP officials. interview and provide outcomes to
Failure to develop a collaborative planning effort QAPI committee monthly for the
with multi-jurisdictional entities, has the potential next 3 months. Additional education
to limit the facilities options during a disaster. This b ‘ded T
deficient practice affected 54 residents, staff and WILL be proviaed as ne-ces.sary.
visitors on the date of the survey. Plan to be updated as indicated.
Findings include: 5. Date of Compliance: 2/14/18
On 1/3/18 from 9:30 AM - 5:00 PM, review of
provided policies, procedures and the emergency
plan revealed the emergency policies and plan
did not indicate collaborative involvement with
local, tribal, regional State and Federal EP
officials. interview of the Environmental Services
Manager established he had not yet completed
contacting county emergency management
personnel to incorporate collaborative
arrangements into the emergency plan.
Reference:
42 CFR 483.73 (a) (4)
E 013| Development of EP Policies and Procedures E013{]1. SPECIFIC ISSUE:
88=F CFR(s): 483.73(b) Wellspring Health and Rehabilitation
FORM CMS-2567(02-99) Previous Versions Obsolste WZiwz1 it continuation sheet Page 5 of 41
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(X8)

(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,

*Additional Requirements for PACE and ESRD
Facilities;

*[For PACE at §460.84(b):] Policies and
procedures. The PACE organization 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 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 least annually.

*[For ESRD Facilities at §494.62(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

{(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL REGULATORY,  PREFIX (EACH CORRECTIVE ACTION SHOULD BE o 1ON
TAG OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
E 013| Continued From page 5 E 013

of Cascadia’s Emergency
Management Plan was reviewed and
updated on or before 2/14/18 by
facility QAPI committee and
community emergency personnel to
include updated and site-specific
policy and procedures for all
identified areas of the facility risk
assessment and communication,

OTHER RESIDENTS:
All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding facility’s updated
policies per the facility assessment
and communications plan,

MONITOR:

Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management plan through staff
interview and provide outcomes to
QAPI committee monthly for the
next 3 months. Additional education
will be provided as necessary.

Plan to be updated as indicated.

Date of Compliance:

2/14/18

FORM CMS-2567(02-89) Previous Versions Obsolete
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emergencies include, but are not limited to, fire,
equipment or power failures, care-related
emergencies, water supply interruption, and
natural disasters likely to occur in the facility's
geographic area.

This REQUIREMENT is not met as evidenced
by:

Based on record review, it was determined the
facility failed to develop policies and procedures
based on the Emergency Plan. Faiiure 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 54 residents, staff and
visitors on the date of the survey.

Findings include:

On 1/3/18 from 9:30 AM to 5:00 PM, review of
provided policies and procedures revealed the
current copy located at the nursing station had
been reviewed annually, however it was
established these policies and plan were based
on other locations in other cities and counties and
even other states for its development of contact
information; staffing needs; emergency
management personal and even containing
facility identification which was inconsistent with
the facility location.

Some of the examples revealed inconsistent with
the facility are:

Page 42 identifies the police department as
"Boise Police” when the facility is located in the
city of Nampa.

The facifity is located in Canyon County, yet the
phone number listed on page 58 is for the Ada

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A. BUILDING COMPLETED
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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NANPA, ID 836886
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION ol
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EACH CORRECTIVE AGTION SHOULD BE thLE]
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
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County Emergency Management office.

Page 58 identifies the city of Boise City Hall
telephone number for the fire department and this
is not the fire district the facility is located in.
Page 70 identifies the phone number of Boise
City Hall as the contact for the fire department in
respcnse fo floods.

Page 59 identifies both "Wellspring of Cascadia"
and "Wellspring of Mt. Tabor" when identifying the
facility's response to external fires,

Page 73 identifies only one {1) emergency
generator ("a") and the facility is equipped with
two.

Fage 73 also fails o identify that at least one of
the two emergency generators is equipped with a
minimum 96 hour fuel supply based on the life
support needs of a high-risk, oxygen-dependent
population.

Reference:
42 CFR 483.73 (b)

Subsistence Needs for Staff and Patients
CFR(s): 483.73(b){(1)

[(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.] At a minimum, the policies and
pracedures 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

E 013

E 015

SPECIFIC ISSUE:

Wellspring Health and Rehabilitation
of Cascadia’s Emergency
Management Plan was reviewed and
updated on or before 2/14/18 by
facility QAPI committee and
community emergency personnel to
include updated and site-specific
policy and procedures to include
provision of subsistence needs for
staff and patients whether they
evacuate or shelter in place.
Including food, water, medical and
pharmaceutical supplies and
alternate sources of energy.

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

WZ1Ww21

If continuation sheet Page 8 of 41




Printed: 01/11/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES 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
135094 B. WING 01/04/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WELLSPRING HEALTH & REHABILITATION O} 2105 12TH AVENUE ROAD
NAMPA, ID 83686
(x4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
E 015| Continued From page 8 E015|2. OTHER RESIDENTS:
(i) Alternate sources of energy fo maintain the All residents are potentially affected
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safety and for the safe and sanitary storage of
provisions_ 31 SYSTEMIC CHANGES:

(B} Emergency lighting.

(C} Fire detection, extinguishing, and alarm
systems.

{D) Sewage and waste disposal.

*IFor inpatient Hospice at §418.113(b}6){ii):]
Policies and procedures.
{6) The following are additional requirements for
hospice-operated inpatient care facilities only.
The peolicies and procedures must address the
following:
{iii) The provision of subsistence needs for
hospice employees and patients, whether they
evacuate or shelter in place, inciude, but are not
iimited to the following:

{A) Food, water, medical, and pharmaceutical
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, it was determined the
facility failed to develop and maintain current
policies, procedures and plan to provide
subsistence needs of residents and staff should
they need to evacuate or shelter in place during a
disaster. Lack of subsistence policies limits the
facility's ability to provide continuing care and

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding facilities updated
policies regarding provision of
subsistence needs and alternate
energy sources.

MONITOR:

Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management through staff interview
and observation of subsistence
needs. Outcomes will be presented to
QAPI committee monthly for the
next 3 months. Additional education
will be provided as necessary.

Plan to be updated as indicated.

Date of Compliance: 2/14/18
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services for residents during an emergency. This
deficient practice affected 54 residents, staff and
visitors on the date of the survey.

Findings include:

On 1/3/18 from 9:30 AM to 5:00 PM, review of
provided policies and procedures for the facility
did not indicate the ability of the facility to provide
subsistence for residents and staff in the event of
evacuation or choose to shelter in place during a
disaster. Documentation of contracted services to
be provided for outside vendors to provide food
were not signed and dated.

Review of emergency generator records revealed
deficiencies in the maintenance and testing of
emergency power systems (Reference K-914 and
K-918). In addition, no records were provided
demonstrating subsistence provisions for
temperature, sanitation such as laundry and
sewage and waste disposal.

Reference:
42 CFR 483.73 (b) (1)

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

S8=F| CFR(s). 483.73(b)(2) 1. SPECIFIC ISSUE:

Wellspring Health and Rehabilitation

[(b) Policies and procedures. The [facilities] must of Cascadia’s Emergency
deye}op and implement emergency preparedness Management Plan was reviewed and
pelicies and procedures, hased on the
emergency plan set forth in paragraph (a) of this uqu%ted on or before_ 2/14/18 by
section, risk assessment at paragraph (a)(1) of facility QAPI committee and
this section, and the communication plan at community emergency personnel to
paragraph (c) of this section. The policies and include updated and site-specific

procedures must be reviewed and updated at

least annually.] At a minimum, the policies and policy and procedures to include

procedures must address the following:] - staff and resident tracking'system
and tools for both evacuation and
(2} A system fo track the location of on-duty staff shelter-in-place scenarios,

l L
FORM CMS-2567(02-99) Previous Versions Obsolete WZ1W21 If continuation shest Page 10 of 41




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

Printed: 01/11/2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT QOF DEFICIENCIES
AND PLAN OF CORRECTION

{(X1) PROVIDER/SUPPLIER/CLiA
IDENTIFICATION NUMBER:

135094

(X2) MULTEIPLE CONSTRUCTION
A. BUILDING

B, WING

{¥3) DATE SURVEY
COMPLETED

01/04/2018

NAME OF PROVIDER OR SUPPLIER
WELLSPRING HEALTH & REHABILITATION O}

STREET ADDRESS, CITY, STATE, ZiP CODE

2105 12TH AVENUE ROAD
NAMPA, ID 83686

specific name and location of the receiving facility
or other location.

*IFor PRTFs at §441.184(b), LTC at §483.73(b),
ICF/AIDs 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, ICF/ID 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/IID or PACE]
must document the specific name and location of
the receiving facility or other Jocation.

*[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 responsibifities;
transportation; identification of evacuation
location{s) and primary and alternate means of
communication with external sources of
assistance.

(v) A system fo track the location of hospice
employees’ on-duty 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 location.

*[For CMHCs at §485.920(b):] Policies and
procedures. (2) Safe evacuation from the CMHC,
which includes consideration of care and
treatment needs of evacuees; staff
responsibilities; transportation; identification of

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding facilities updated
policies regarding tracking systems
for both evacuation and shelter-in-
place scenarios.

MONITOR:

Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management plan through staff
interview and provide outcomes to
QAPI committee monthly for the
next 3 months: Additional education
will be provided as necessary.

Plan to be updated as indicated.

Date of Compliance:

{X47 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 018| Continued From page 10 E 018 OTHER RESIDENTS:
and sheltered patients in the [facility's] care All residents are potentially affected
during an emergency. if on-duty staff and by deficient practice.
sheltered patients are relocated during the
emergency, the [facility] must document the
T SYSTEMIC CHANGES:

2/14/18
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evacuation location(s); and primary and aiternate
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 denor information, and
secures and maintains the availability of records.

*IFor 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 is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to provide a 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 54 residents, staff and visitors
on the date of the survey.

Findings include:

On 1/3/18 from 9:30 AM fo 3:00 PM, review of
provided poficies, procedures and emergency
plan, failed to demonstrate the facility had in
place a system to track the location of on-duty
staff and sheltered residents during an
emergency. Further review revealed identification
was to be completed for residents and resident
“care" needs at admission and added to arm
bands, but no policy or plan was provided to
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identify and track residents and on-duty staff
either in the facility if sheltering in place, or a
receiving facility during evacuation.
Interview of 5 of 5 staff members on 1/4/18 from
9:00 AM - 3:00 PM, revealed none were aware of
any policies for the tracking procedures of staff
and residents during an emergency.
Reference:
42 CFR 483.73 {(b) (2)
E 020 Policies for Evac. and Primary/Alt. Comm. E 020 SPECIFIC ISSUE:
58=C| CFR(s): 483.73(b)(3) Wellspring Health and Rehabilitation
b
[(b) Policies and procedures. The [facilities} must of Cascadia’s Emergency ]
develop and implement emergency preparedness Management Plan was reviewed and
policies and procedures, based on the updated on or before 2/14/18 by

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 a minimum, the policies and
procedures must address the following:]

Safe evacuation from the {facility], which includes
consideration of care and treatment needs of
evacuees, staff responsibilities; transportation:;
identification of evacuation location(s); and
primary and aiternate means of communication
with external sources of assistance,

*[For RNHCs at §403.748(b)(3) and ASCs at
§416.54(b}(2):]

Safe evacuation from the [RNHCI or ASC] which
includes the following:

{i) Consideration of care needs of evacuees,

(i) Staff responsibilities.

(iii) Transportation.

(iv) Identification of evacuation location(s).

facility QAPI committee and
community emergency personnel to
include safe evacuation from the
facility, 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.

OTHER RESIDENTS:
All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:
Staff educated on or before 2/14/18

by Executive Director and/or E
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{v) Primary and alternate means of
communication with external sources of
assistance.

* [For CORFs at §485.68(b){(1), Clinics,
Rehabilitation Agencies, OPT/Speech at
§485.727(b}{1), and ESRD Facilities at
§494.62(b}(2):]

Safe evacuation from the [CORF; Clinics,
Rehabilitation Agencies, and Public Healith
Agencies as Providers of Qutpatient Physical
Therapy and Speech-Language Pathology
Services; and ESRD Facilities], which includes
staff responsibilities, and needs of the patients.

* [For RHCs/FQHCs at §491.12(b)(1):] Safe
evacuation from the RHC/FQHC, which includes
appropriate placement of exit signs; staff
responsibilities and needs of the patients.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to provide a current
policy and procedure for evacuation which
included care, treatment and needs of evacuees;
staff responsibilities; transportation and
identification of locations and primary/alternate
means of communication. Lack of a current policy
and procedure for evacuations and
communications, both primary and alternate, has
the potential to create confusion and
misinformation during an emergency, hindering
care for the 54 residents, staff and visiters in the
care of the facility on the date of the survey.

Findings include:
On 1/3/18 from 9:30 AM - 5:00 PM, review of the

provided policies, procedures and emergency
plan, found no policies procedures or plan for

5. Date of Compliance:

designee regarding facilities updated
policies regarding safe evacuation
from the facility.

MONITOR:

Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management plan through staff

- interview and provide outcomes to |

QAPI committee monthly for the
next 3 months: Additional education
will be provided as necessary.

Plan to be updated as indicated.
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Continued From page 14

evacuation which included both primary and
alternate methods of cornmunication and a
specific transportation provision.

Examples:

No specific section was found for transportation,
but the references found on page 56 stated the
facility would "contract with a designated
company”, however no company was defined and
no contract was present. Further reference found
on page 86 identified the ambulance company as
one located in another county, with no information
if a mutual ald agreement was present during
emergencies.

The Communication Plan found on pages 21 to
28 showed focus was on external
communications with media, social media and
information to provide to staff outside of media
alerts, but did not show alternate communication
methods which would assist contacting outside
resources such as emergency management
personnel; EMS,; Police; Fire or assisting facilities
and volunteer corganizations should landlines be
disabled.

On 1/4/18 from 2:00 PM - 2:30 PM, interview of
the Environmental Services Manager revealed he
was not aware of any specific policy, procedure,
or equipment the facility had available for
alternative communication.

Reference:

42 CFR 483.73 (b) (3)
Pclicies/Procedures for Sheltering in Place
CFR({s); 483.73(b)(4)

[{b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness

E 020

E 022
1. SPECIFIC ISSUE:

of Cascadia’s Emergency

Wellspring Health and Rehabilitation

Management Plan was reviewed and
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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 a minimum, the policies and
procedures must address the following:]

(4) Ameans to shelter in place for patients, staff,
and volunteers who remain in the [facility]. [(4) or
(2),(3),(5),(6)] A means to sheiter in place for
patients, staff, and volunteers who remain in the
ffacility].

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

(6) The following are additional requirements for
hospice-operated inpatient care facilities only.
The policies and procedures must address the
following:

(i) Ameans to shelter in place for patients,
hospice employees who remain in the hospice.
This REQUIREMENT s not met as evidenced
by:

Based on record review and interview, it was
determined the facllity failed to provide a policy
procedure or plan for sheltering in place. Failure
to provide a plan for sheltering in place has the
potential to leave residents and staff without
resources to continue care during an emergency.
This deficient practice affected 54 residents, staff
and visitors on the date of the survey.

Findings inciude:

On 1/3/18 from 9:30 AM to 5:00 PM, review of
provided policies, procedures and emergency

plan, found the facility had several policies and
procedures relating to both a temporary and
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updated on or before 2/14/18 by
facility QAPI committee and
community emergency personnel to
include policies and procedures or
plans for sheltering in place

OTHER RESIDENTS:
All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding facilities updated
policies and procedures for
sheltering in place.

MONITOR:

Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management plan through staff
interview and provide outcomes to
QAPI committee monthly for the
next 3 months: Additional education
will be provided as necessary.

Plan to be updated as indicated.

Date of Compliance: 2/14/18
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E 022

E 023
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Continued From page 16 E 022
indefinite evacuation of the facility, but these
documents did not contain information or
procedures for sheltering in place.

In addition, review of the Community Disaster
section of the plan found on page 12, stated:
“responsible parties of ambulatory residents will
be requested to remove them from the facility for
the duration of the emergency condition",
nullifying the ability for those residents in need of
care to shelter in place.

When interviewed on 1/4/18 from $:00 AM - 3:00
PM, 5 of 5 staff members could not identify a
facility policy, procedure or plan for sheltering in
place.

Reference:
42 CFR 483.73 (b} (4)

Policies/Procedures for Medical Documentation E 023
CFR(s): 483.73(b)(5) 1. SPECIFIC ISSUE:

Wellspring Health and Rehabilitation
of Cascadia’s Emergency
Management Plan was reviewed and

[(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 updated on or before. 2/14/18 by
section, risk assessment at paragraph {a)(1) of facility QAPI committee and

this section, and the communication plan at community emergency personnel to
paragraph (c) of this section. The policies and include policies and procedures for

procedures must be reviewed and updated at

least annually. At a minimum, the policies and the transfer of medical

procedures must address the following:] documentation of residen?s, which
both secures the information and
{5} A system of medical documentation that protects confidentiality.

preserves patient information, protects
confidentiality of patient information, and secures

and maintains availability of records. [(5) or 2. OTHEjR RESIDENTS.: flected
(3),(4).(8)] A system of medical documentation All residents are potentially affecte
that preserves patient information, protects by deficient practice.

confidentiality of patient information, and secures
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what's in SOM.

*[For RNHCIs at §403.748(b):] Policies and
procedures. (5) A system of care documentation
that does the following:

(i) Preserves patient information.

(i) Protects confidentiality of patient information.
(i} Secures and maintains the availability of
records.

*[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.
This REQUIREMENT is not met as evidenced
by:

Based on record review, the facility failed to
provide emergency plan, policies and procedures
for the transfer of medical documentation of
residents, which both secured the information and
protected confidentiality. Failure to provide
procedures for the secure transfer of medical
records during an emergency has the potential to
affect the continuity of care for the 54 housed
residents on the date of the survey.

Findings include:

During review of provided emergency policies,
procedures and plan on 1/3/18 from 9:30 AM -
5:00 PM, a section in the Table of Contents of the
Emergency Plan was found indicating "Electronic
Medical Records", however no policy or
procedure regarding this practice was found.

On 1/4/18 from 9:00 AM - 2:00 PM Interview of
the DON and SDC established the facility

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding facilities updated
policies and procedures for the
transfer of medical documentation of
residents, which both secures the
information and protects
confidentiality.

MONITOR:

Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management plan through staff
interview and provide outcomes to
QAPI committee monthly for the
next 3 months: Additional education
will be provided as necessary.

Plan to be updated as indicated.

Date of Compliance:

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMS‘J@ 10N
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
E 023; Continued From page 17 E 023
and maintains availability of records. This is SYSTEMIC CHANGES:

2/14/18
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[(b) Policies and procedures. The [facilities] must
deveiop 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
teast annually. At a minimum, the policies and
procedures must address the following:]

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

*[For RNHCls at §403.748(b):] Policies and
procedures. (8) The role of the RNHC! under a
waiver declared by the Secretary, in accordance
with section 1135 of Act, in the provision of care
at an alternative care site identified by emergency
rmanagement officials.

This REQUIREMENT is not met as evidenced
by:

Based on record review, it was determined the
facility failed to document their role under an 1135
waiver as declared by the Secretary and the
provisions of care at an alternate site if identified
by emergency management officials. Failure to

Wellspring Health and Rehabilitation
of Cascadia’s Emergency
Management Plan was reviewed and
updated on or before 2/14/18 by
facility QAPI committee and
community emergency personnel to
include updated and site-specific
policy and procedures to include
facility role and responsibilities
established by 1135 waiver.

OTHER RESIDENTS:
All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding facility’s updated
policies regarding facility role and
responsibilities under 1135 waiver.

MONITOR:

Upon completion of initial education
with staff, Executive Director will
monitor the effectiveness of the
emergency management plan and

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE CDM&% fON
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
E 023! Continued From page 18 E 023
maintained electronic medical records, but did not
have any policy or procedure for the transfer of
these records during a disaster.
Reference:
42 CFR 483.73
E 026 Roles Under a Waiver Declared by Secretary E 026 SPECIFIC ISSUE:
85=C| CFR(s): 483.73(b}(8) )
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provide outcomes to QAPI
committee on a monthly basis.
Additional education will be

plan for alternate means of care and the role
under an 1135 waiver has the potential to fmit
facility options during an emergency. This

deficient practice potentially affects provided as necessary.

reimbursement and continuity of care for the 54 Plan to be updated as indicated.

residents, staff and visitors housed on the date of

the survey along with the available surge needs 5. Date of Compliance: 2/14/2018

of the community during a disaster.
Findings include:

On 1/3/18 from 9:30 AM fo 5:00 PM, review of the
provided emergency plan, policies and
procedures, revealed a section defining what an
1135 waiver was and how that process was
enacted by the Secretary, but no information as to
what the facility's role was if such conditions

existed.
Reference:
42 CFR 483.73 (b) (8)

E 029| Development of Communication Plan E 029

SS=F| CFR(s): 483.73(c) 1. SPECIFIC ISSUE: o

Wellspring Health and Rehabilitation

{c) The [facility] must develop and maintain an of Cascadia’s Emergency
emergency preparedness communication plan Management Plan was reviewed and
that complies with Federal, State and local laws
and must be reviewed and updated at least up(!a'ted on or before 2/14/18 by
annually. facility QAPI committee and
This REQUIREMENT is not met as evidenced community emergency persognel to
by: include updated and site-specific

Based on record review, it was determined the
facility failed to provide the method of
communication which would support coordination
of care for residents during a disaster and how
that communication would meet federal, state 2. OTHER RESIDENTS:

and local laws. How the facility provides All residents are potentially affected
communication during a disaster and interacts by deficient practice.

with local emergency management personnel is
essential to providing continuing care for

policy and procedures to include an
updated communications plan.
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(X2} MULTIPLE CONSTRUCTION
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[{c} The [facility, except RNHCIs, hospices,
transplant centers, and HHAs] must develop and
maintain an emergency preparedness
communication plan that compiies with Federal,
State and local laws and must be reviewed and
updated at least annually. The communication
pfan must include ali of the following:]

(1) Names and contact information for the
following:

(iy Staff,

{ii) Entities providing services under arrangement.
(iii) Patients’ physicians

(iv) Other [facilities].

{v) Volunteers,

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
135094 B. WING 01/04/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
E 029 Co‘ntlnued Ffom page 20 ' N . E 029 SYSTEMIC CHANGES:
residents during a disaster. This deficient practice Staff educated before 2/14/18
affected 54 residents, staff and visitors on the tall educated on or betore
date of the survey. by Executive Director and/or
. designee regarding facility’s updated
Findings include: communication plan.
On 1/3/18 from 9:30 AM to 5:00 PM, review of
provided emergency plan, policies and MONITOR: . L )
procedures revealed the communication plan Upon completion of initial education
focus was the release of information fo media with staff, Executive Director and/or
modia as related to  crsie. However tha pian di designee will monitor the
. r the plan di :
not describe what method of transmission the effectiveness of the emerge.ncy .
facility intended to use for delivering information management through staff interview
such as landline telephones; Internet connectivity, and provide outcomes to QAPI
cellular telephones; two-way radio systems or committee monthly for the next 3
other systems and if the method used by the months. Additional education will be
facility was in compliance with local, state and ided
federal laws as applicable. provided as necessaty.
Plan to be updated as indicated.
Reference:
42 CFR 483.73 (c) Date of Compliance: 2/14/18
E 030| Names and Contact Information E 030 .
Ss=F| GFR(s): 483.73(c)(1) SPECIFIC ISSUE:

Wellspring Health and Rehabilitation
of Cascadia’s Emergency
Management Plan was reviewed and
updated on or before 2/14/18 by
facility QAPI committee and
community emergency personnel to
include updated and site-specific
contact list that includes staff,
entities providing services, patient
physicians, other facilities, and
volunteers.

OTHER RESIDENTS:

All residents are potentially affected
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communication plan must include all of the
following:

(1) Names and contact information for the
following:

(i) Staff.

(ii) Entities providing services under arrangement.
(i} Next of kin, guardian, or custodian,

(iv) Other RNHCis.

(v) Volunteers.

“[For ASCs at §416.45(c):] The communication
plan must include all of the following:

(1) Names and contact information for the
following:

(i} Staff.

(ii} Entities providing services under arrangement.
{iii) Patients' physicians.

{(iv) Volunteers.

*[For Hospices at §418.113(c):] The
communication plan must include all of the
following:

{1) Names and contact information for the
following:

{i} Hospice employees.

{if) Entities providing services under arrangement.
{ii) Patients' physicians.

{iv) Other hospices.

*[For OPQOs at §486.360(c):} The communication
plan must include all of the following:

{1) Narnes and contact information for the
following:

(i) Staff.

{ii) Entities providing services under arrangement,
{ill) Volunteers.

(iv) Other OPOs.

(v) Transplant and donor hospitals in the OPQ's

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)

E 030} Continued From page 21 : :
pag E 030 by deficient practice.
*[For RNHCIs at §403.748(c);] The
SYSTEMIC CHANGES:

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding facility’s updated
contact list.

MONITOR:

Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management through staff interview
and review of contact list to validate
numbers are current. Outcomes will
be provided to QAPI committee
monthly for the next 3 months-
Additional education will be
provided as necessary.

Plan to be updated as indicated.

Date of Compliance:

2/14/18
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Continued From page 22

Donation Service Area (DSA).

This REQUIREMENT is not met as evidenced
by:

Based on record review, it was determined the
facility failed to document a communication plan
which included contact information for staff,
resident physicians, other facifities and
volunteers. Failure to have a communication plan
which includes contact information for those
parties assisting in the facility's response and
recovery during a disaster, has the potential to
hinder both internal and external emergency
response efforts. This deficient practice affected
54 residents, staff and visitors on the date of the
survey.

Findings include:

On 1/3/18 from 9:30 AM - 5:00 PM, review of
provided emergency plan, policies and _
procedures revealed the communication plan did
not include contact information for resident
physicians and volunteers and that the staff
contact information for the DON and Kitchen on
page 42 of the plan was not current.

Reference:
42 CFR 483.73 (c) (1)

Emergency Officials Contact Information
CFR(s): 483.73(c}{2)

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

(2) Contact information for the following:
(i) Federal, State, tribal, regional, and local

E 030

E 031

SPECIFIC ISSUE:

Wellspring Health and Rehabilitation
of Cascadia’s Emergency
Management Plan was reviewed and
updated on or before 2/14/18 by
facility QAPT committee and
community emergency personnel to
include current contact information
for emergency management officials
and other resources of assistance.
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(ii) Other sources of assistance.

*[For LTC Facilities at §483.73(c):] (2) Contact
information for the following:

(i) Federal, State, tribal, regional, or local
emergency preparedness staff,

(i) The State Licensing and Ceriification Agency.
(iii) The Office of the State Long-Term Care
Ombudsman.

{iv) Other sources of assistance.

*For ICF/liDs at §483.475(c).] {2) Contact
information for the following:

(i} Federal, State, tribal, regional, and local
emergency preparedness staff.

(ify Other sources of assistance.

(iii) The State Licensing and Certification Agency.
(iv) The State Protection and Advocacy Agency.
This REQUIREMENT is not met as evidenced
by:

Based on record review, the facility failed to
ensure current contact information for emergency
management officials and other resources of
assistance was provided in the emergency
communication plan. Failure to provide updated
information for resources available to the facility
has the potential to hinder facility response and
continuity of care for the 54 residents in the
facility on the date of the survey.

Findings include:

On 1/3/18 from 9:30 AM - 5:00 PM, review of the
emergency plan, policies and procedures,
revealed the plan did not include the number for
the Ombudsman and listed contacts for
emergency management officials, along with
police and fire contacts which were from another
city and county than where the facility was

5. Date of Compliance:
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E 031} Continued From page 23 E 031
emergency preparedness staff. OTHER RESIDENTS:

All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding facility’s updated
emergency officials contact
information.

MONITOR:

Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management through staff interview
and review emergency officials
contact information list to validate
numbers are current. Outcomes will
be provided to QAPI committee
monthly for the next 3 months:
Additional education will be
provided as necessary.

Plan to be updated as indicated.

2/14/2018
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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
ail of the foliowing:

{(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/IIDs at §483.475(c):] (3) Primary and
alternate means for communicating with the
ICF/IID'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, the facility
failed to document the primary and aiternate
means of communicating with staff, federal, state,
tribal, regional and local emergency management
agencies during an emergency. Failure to identify
alternative communication options has the
potential to hinder response efforts by staff and
emergency management agencies. This deficient
practice affected 54 residents, staff and visitors
on the date of the survey.

Findings inciude;

On 1/3/17 from 9:30 AM to 5:00 PM, review of

(X&) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION (X5)
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DEFICIENCY)
E 031, Continued From page 24 E 031
located.
Reference:
42 CFR 483.73 {c) (2)
E 032| Primary/Alternate Means for Communication E 032
$S=D| CFR(s}: 483.73(c)(3) SPECIFIC ISSUE:

2. OTHER RESIDENTS:

4. MONITOR:

Wellspring Health and Rehabilitation
of Cascadia’s Emergency
Management Plan was reviewed and
updated on or before 2/14/18 by
facility QAPI committee and
community emergency personnel to
include primary and alternate means
for communicating with facility
staff, Federal, State, tribal, regional,
and local emergency management
agencies,

All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding facility’s primary
and alternate means for
communicating with facility staff,
Federal, State, tribal, regional, and
local emergency management
agencies.

Upon completion of initial education
with staff, Executive Director and/or
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E 032! Continued From page 25 E 032 designee will monitor the
provided emergency plan, policies and effectiveness of the emergency

procedures, revealed no provision for alternate

€s, | ! management plan through staff
communicaticn procedures during an emergency.

interview. Outcomes will be

Interview of the Environmental Services Manager provided to QAPI commiitee

on 1/4/18 from 2:00 - 2:30 PM found he was monthly for the next 3 months:

unaware of any plan for alternate Additional education will be

communications. ~ provided as necessary.

Reference: Plan to be updated as indicated.

42 CFR 483.73 (¢) (3) 5. Date of Compliance: 2/14/18
E 033 Methods for Sharing information E 033
SS=F| CFR(s): 483.73(c)(4)-(6) 1. SPECIFIC ISSUE: o

Wellspring Health and Rehabilitation
[(c) The [facility] must develop and maintain an of Cascadia’s Emergency

emergency preparedness communication plan Management Plan was reviewed and
that complies with Federal, State and local taws

and must be reviewed and updated at least updated on or before 2/14/18 by

annually.] The communication plan must include facility QAPI committee and
all of the following: community emergency personnel to

include updated and site-specific
policies regarding method of sharing
information and medical

(4) A method for sharing information and medical
documentation for patients under the [facility's]
care, as necessary, with other heaith providers fo

maintain the continuity of care. documentation with gther health
providers including, in the event of
(5) A means, in the event of an evacuation, 1o an evacuation, release of patient

release patient information as permitted under 45 : s :
CFR 164.510(b)(1)(ii). [This provision is not mfo;“.a“on g’cmdltrfg 1geni1:a1 "
required for HHAs under §484.22(c), CORFs condition an transier location, 1
under §485.68(c), and RHCs/FQHCs under indicated. See also E 018.
§491.12(c).]

e ) 2. OTHER RESIDENTS:
(8) [(4) or (5)]A means of providing information All residents are potentially affected
about the general condition and tocation of fici .
patients under the [facility's] care as permitted by deficient practice.
under 45 CFR 184.510(b)(4).
3. SYSTEMIC CHANGES:

*[For RNHCIis af §403.748(c):] (4) Amethod for Staff educated on or before 2/14/18
sharing information and care documentation for by Executive Director and/or
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patients under the RNHCI's care, as necessary,
with care providers to maintain the continuity of
care, based on the written election statement
made by the patient or his or her iegai
representative.

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

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to document a plan
demonstrating the method for sharing information
during an emergency, Failure to share
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 54 residents, staff and visitors
on the date of the survey.

Findings include:

On 1/3/18 from 9:30 AM to 5:00 PM, review of
provided emergency plan, policies and
procedures, failed to demonstrate a policy which
identified how the facility would share information
for the care of residents with other healthcare
providers, release resident information in the
event of an evacuation and provide information
about the condition and location of residents as
required during an emergency.

Interview of 5 of 5 staff members on 1/4/18 from
9:00 AM to 3:00 PM, revealed they had no
knowtedge of a policy or plan for the sharing of
information with other healthcare providers,

{X4) ID 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 tON
TAG OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
E 033| Continued From page 26 E 033

designee regarding facility’s policy
for sharing information regarding
patient condition and location and
method of sharing information with
other health providers as indicated.

MONITOR:

Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management plan through staff
interview and provide outcomes to
QAPI committee monthly for the
next 3 months. Additional education
will be provided as necessary.

Plan to be updated as indicated.

Date of Compliance: 214718

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

WZ1W21 If continuation sheet Page 27 of 41



DEPARTMENT OF HEALTH AND HUMAN SERVICES

Printed: 01/11/2018
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
135094 B. WING 01/04/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WELLSPRING HEALTH & REHABILITATION Ol 2105 12TH AVENUE RCAD
NAMPA, ID 83686
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGHN
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
E 033| Contihued From page 27 E 033
Reference:
42 CFR 483.73 (c) (4)-6)
E 034/ Information on Occupancy/Needs E 034 .
SS=D| CFR(s): 483.73(c)(7) 1. SPECIFIC ISSUE:

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

(7} [(5) or (6)] A means 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) Ameans of
providing information about the ASC's needs, and
its ability to provide assistance, to the authority
having jurisdiction, the Incident Command
Center, or designee.

*[For Inpatient Hospice at §418.113;] {7} A means
of providing information about the hospice's
inpatient occupancy, needs, and its ability to
provide assistance, to the authority having
jurisdiction, the Incident Command Center, or
designee.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facitity
failed to provide a communication plan for

Wellspring Health and Rehabilitation
of Cascadia’s Emergency
Management Plan was reviewed and
updated on or before 2/14/18 by
facility QAPI committee and
community emergency personnel to
include updated and site-specific
policies regarding means of
providing information about the
facilities occupancy, needs and/or
ability to provide assistance with
Incident Commander or designee.

OTHER RESIDENTS:
All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:

Staff educated on or before 2/14/18
by Executive Director and/or
designee regarding facility’s
procedure to provide facility
information to incident commander
or designee.

sharing information on needs, occupancy and its 4. MONITOR:
ability to provide assistance with emergency Upon completion of initial education
management officials. Failure to provide a plan to with staff, Executive Director will
share information with emergency personnel on . .
the facility's needs and abilities to provide monitor the effectiveness cl)fthe d
assistance during a disaster, has the potential to emergency management plan an
|
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hind st 4 continuation of provide outcomes to QAP
inder response assistance ana continuation © . basis.
care for the 54 residents housed on the date of committee on a mfmthl}{’ o

the survey. Additional education will be
provided as necessary.

Findings include: Plan to be updated as indicated.

On 1/3/18 from 9:30 AM to 5:00 PM, review of
provided policies, procedures and emergency
plans failed to indicate what method the facility
would use to share information on its needs or
capabilities when communicating with emergency
management officials.

5. Date of Compliance: 2/14/18

Interview of the Environmental Services Manager
from 2:00 PM - 2:30 PM revealed the facility had
not met or contacted local or regional emergency
management officials prior to the date of the
survey.

Reference:
42 CFR 483.73 (c) (7) ]
E 035/ LTC and ICF/IID Sharing Plan with Patients Eo035|l. SPECIFIC ISSUE: o
§5=C| CFR(s): 483.73(c)(8) Wellspring Health and Rehabilitation
of Cascadia’s emergency

[{c) The [LTC facility and ICFAID] must develop management plan will be posted and

and maintain an emergency preparedness

communication plan that complies with Federal, avallaple for all visitors and residents
State and local laws and must be reviewed and to review on or before 2/14/18. The
updated at least annually.] The communication location of the emergency plan will
plan must include all of the following: be discussed upon admission with all
(8) A method for sharing information from the new residents and/or their faI:lllleS or
emergency plan, that the facility has determined responsible parties. Addltlo_n

is appropriate, with residents [or clients] and their education to families or residents
families or representatives. will be provided as needed.

This REQUIREMENT is not met as evidenced

by: .

Based on record reviaw, it was determined the 2, OTHE:R RESIDENTS.' % d
facility failed to provide policies, procedure or plan All residents are pot,entlally affecte
identifying the method of sharing information on by deficient practice.
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E 035| Continued From page 29 E035| . .
the emergency plan with residents, families or - SYSTEMIC CHANGES:
representatives. Failure to share the emergency Staff educated on or before 2/14/18
plan and its contents with residents, families or by Executive Director and/or
representatives has the potential to create designee regarding communication
cor]fus'mn and lack of .unders'tandmg of.the . of the emergency management plan
facility's response during a disaster. This deficient ¢ id d the famili
practice potentially affected 54 residents, staff 0 residents and the families or
and visitors on the date of the survey. representatives.
Findings include: MONITOR:
On 1/3/18 from 9:30 AM to 5:00 PM, review of Upon completion .Of 1n1.t ial education
provided emergency plan, policies and with stall, Executive Director and/or
procedures, no documentation was provided designee will monitor the
demonstrating the facility policy and method for effectiveness of the emergency
(s;haring infotrn;_ation with residents, their families management through resident and/or
frepresentatives. resident representative interview and
Reference: provide outcomes to QAPI
42 CFR 483.73 (c) (8) committee monthly for the next 3
E 036/ EP Training and Testing E 036 months. Additional education will be
SS=F| CFR(s): 483.73(d) provided as necessary.

{d) Training and testing. The [facility] must
develop and maintain an emergency
preparedness fraining 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 annuatly.

*[For ICF/IIDs at §483.475(d):] Training and
testing. The ICF/IID 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,

Pian to be updated as indicated.

2/14/18
Date of Compliance:

SPECIFIC ISSUE:

Wellspring Health and Rehabilitation
of Cascadia’s Emergency
Management Plan was reviewed and
updated on or before 2/14/18 by
facility QAPI committee and
community emergency personnel to
include updated and site-specific
policy regarding training and testing
of employees for Emergency
Management plan upon orientation
and annually and will include
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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. The ICF/HD must meet the
requirements for evacuation drills and training at
§483.470(h).

*For ESRD Facilities at §494.62(d):] Training,
testing, and orientation. The dialysis facility must
develop and maintain an emergency
preparedness training, testing and patient
orientation 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, testing
and orientation program must be reviewed and
updated 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
emergency prep training and testing program.
Lack of a facility emergency training and testing
program covering the emergency preparedness
plan, policies and procedures, has the potential to
hinder staff response during a disaster. This
deficient practice affected 54 residents, staff and
visitors on the date of the survey.

Findings inciude:

On 1/3/18 from 930 AM to 5:00 PM, review of
provided emergency plan, policies and
procedures, found no documentation
demonstrating the facility had a current training
and testing program for staff based on the plan.

completion. See also E 037.

OTHER RESIDENTS:
All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:

Staff educated on or before 2/14/18
by Executive Director and/or
designee to validate understanding of
current emergency preparedness
plan, Additional education to be
provided as indicated. Staff
Development Coordinator educated
on or before 2/14/18 by Executive
Director to validate training and
testing program is available and
offered upon orientation and
annually to employees (annual
training calendar to include updates).

. MONITOR:

Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management through staff interview
and disaster drills. Qutcomes will be
provided to QAPI committee
monthly for the next 3 months.
Additional education will be
provided as necessary.

Plan to be updated as indicated.
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{1) Training program. The [facility, except CAHs,
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.

(if) Provide emergency preparedness training at
least annually.

(iii) Maintain documentation of the training.

{iv) Demonstrate 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 alt of the following:

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

(i) Provide emergency preparedness fraining at
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interview of 5 of 5 staff conducted on 1/4/18 from 5. Date of Compliance: 2/14/18
9:00 AM to 2:30 PM established staff had not
participated or had knowledge of any specific
training and testing program in relation to
emergency preparedness,
Further interview of the Staff Development
Coordinator on 1/4/18 from 11:00 AM to 2:00 PM
substantiated the facility did not have any current
training and testing program fo meet the
standard.
Reference:
42 CFR 483.73 (d)
E 037, EP Training Program E 037 SPECIFIC ISSUE:

Wellspring Health and Rehabilitation
of Cascadia’s Emergency
Management Plan was reviewed and
updated on or before 2/14/18 by
facility QAPI committee and
community emergency personne] to
include updated and site-specific
policy regarding training and testing
of employees for Emergency
Management plan upon orientation
and annually and will include
documentation and staff competency
completion, See also E 036.

OTHER RESIDENTS:
All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:
Staff educated on or before 2/14/18
|
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least annually.

(i} 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 all 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.

(i) Demonstrate staff knowledge of emergency
procedures.

(i) Provide emergency preparedness training at
least annually.

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

*IFor 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 all new and existing
staff, individuals providing services under
arrangement, and volunteers, consistent with
their expected roles.

(il) After initial training, provide emergency
preparedness training at least annually.

(iiiy Demonstrate staff knowledge of emergency
procedures.

{iv) Maintain documentation of all emergency
preparedness training.

*[For PACE at §460.84(d):] (1) The PACE
organization must do all of the following:

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES J D PROVIDER'S PLAN OF CORRECTION (X5)
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E 037| Continued From page 32 E 037 by Executive Director and/or

designee to validate understanding of
current emergency preparedness
plan. Additional education to be
provided as indicated. Staff
Development Coordinator educated
on or before 2/14/18 by Executive
Director to validate training and
testing program is available and
offered upon orientation and
annually to employees (annual
training calendar to include updates).

4. MONITOR:
Upon completion of initial education
with staff, Executive Director and/or
designee will monitor the
effectiveness of the emergency
management through staff interview
and disaster drills. Outcomes will be
provided to QAPI committee
monthly for the next 3 months.
Additional education will be
provided as necessary.
Plan to be updated as indicated.

5. Date of Compliance: 2/14/18
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Continued From page 33

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing on-site services under
arrangement, confractors, participants, and
volunteers, consistent with their expected roles.
(i) Provide emergency preparedness training at
least annually.

(ili) Demonstrate staff knowledge of emergency
procedures, including informing parficipants of
what to do, where to go, and whom to contact in
case of an emergency.

(iv) Maintain documentation of all training.

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

(i) Provide initial training in emergency
preparedness policies and procedures to alf new
and existing staff, individuals providing services
under arrangerment, and volunteers, consistent
with their expected roles,

(i) Provide emergency preparedness tramning at
least annually.

(iiiy Maintain documentation of the training.

{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:

(1} 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
cooperation with firefighting and disaster

E 037
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authorities, to all new and existing staff,
individuals providing services under arrangement,
and volunteers, consistent with their expected
roles.

(i) Provide emergency preparedness training at
ieast annually.

(iii) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures.

*[For CMHCs at §485.920(d):] (1) Training. The
CMHC must provide initial training in emergency
preparedness policies and procedures fo 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 54 residents, staff and
visitors on the date of the survey.

Findings include:

On 1/3/18 from 9:30 AM to 5:00 PM, review of
provided emergency plan, policy and procedures,
revealed no substantiating documentation
demonstrating the facility had a training program
for staff based on the plan.

E 037
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Interview of 5 of 5 staff members on 1/4/18 from
2:00 AM - 2:30 PM revealed no specific training
was conducted on the emergency plan or its
contents.

Further interview of the Staff Development
Coordinator on 1/4/18 indicated she was in the
process of developing a new specified training
program to be provided which included the
emergency plan.

Reference:
42 CFR 483.73 (d) (1)
E 039 EP Testing Requirements E 039 .
Wellspring Health and Rehabilitation
(2) Testing. The [facility, except for LTC facilities, of Cascadia’s Emergency
RNHCIs and OPOs] must conduct exercises to Management Plan was reviewed and
test the emergency plan at least annually. The updated on or before 2/14/18 by
[facility, except for RNHCIs and OPOs] must do . :
all of the following: facility QAPI committee and
community emergency personnel fo
“[For LTC Facilities at §483.73(d):] (2) Testing. include participation in a full-scale
The LTC facility must conduct exercises to test exercise and additional full-scale or
the emergency plan at least annually, including table top exercise for two 2

unannounced staff drilis using the emergency
procedures. The LTC facility must do all of the
following:]

exercises annually.

2, OTHER RESIDENTS:

(i} Participate in a full-scale exercise that is All residents are potentially affected
community-based or when a community-based by deficient practice.

exercise is not accessible, an individual,
facility-based. If the [facility] experiences an

actual natural or man-made emergency that 3. SYSTEMIC CHANGES:
requires activation of the emergency plan, the Executive Director to coordinate a
ffacitity] is exempt from engaging in a full scale disaster drill with
community-based or individual, facility-based Southwest District Health annually.

L#"ﬁg i’;ﬁ:;e ;?,fftfor 1 year following fhe onset ‘An additional table-top exercise will

(i) Conduct an additional exercise that may be completed annually at the centeIE'.
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include, but is not limited to the following:

{A) A second full-scale exercise that is
community-based or individual, facitity-based.

(B) A tabletop exercise that includes a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or
prepared questions designed fo challenge an
emergency plan.
(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

*[For RNHCIs at §403.748 and OPOs at
§486.360] (d)(2) Testing. The [RNHCI and OPO]
must conduct exercises to test the emergency
pfan. The [RNHCI and OPO] must do the
following:

(i} Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically relevant emergency scenario, and a set
of problemn statements, directed messages, or
prepared questions designed to challenge an
emergency pian.

1 (i) Analyze the [RNHCI's and OPQ's] response

to and maintain documentation of all tabletop
exercises, and emergency events, and revise the
[RNHCl's and OPO's] emergency plan, as
needed,

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined the facility failed to participate in two
exercises which tested the emergency
preparedness readiness of the facility. Failure to
participate in full-scale, actual, or tabletop events
has the potential to reduce the facility's
effectiveness to provide continuation of care to

5. Date of Compliance:

and additional education provided as
indicated.

MONITOR:

Executive Director and/or designee
will monitor the effectiveness of the
emergency management through
evaluation of full scale drill and
table-top exercises. Outcomes will
be provided to QAPI committee.
Additional education will be
provided as necessary.

Results of audit will be reviewed in
QAPI to validate systems followed.
Plan to be updated as indicated.

2/14/18
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residents during an emergency. This deficfent
practice affected 54 residents, staff and visitors
on the date of the survey.
Findings include:
On 1/3/18 from 9:30 AM to 5:00 PM, review of
provided emergency plan documents revealed no
documentation demonstrating the facitity had
participated in any type of exercise challenging
the emergency preparedness plan, policies and
procedures.
interview of the Administrator Environmental
Services Manager on 1/3/18 from 9:30 to 11:00
AM substantiated the facility had not participated
in any full-scale events,
Reference:
A2 CFR 483.73 (d) (1)
E 041; Hospital CAH and LTC Ermergency Power E 041
$5=n| CFR(s): 483.73(e)

(e) Emergency and standby power systems, The
hospital must implement emergency and standby
power systems based on the emergency plan set
forth in paragraph (a) of this section and in the
poticies and procedures plan set forth in
paragraphs {b)(1)(i) and (ii) of this section.

§483.73(e), §485.625(e)

(e) Emergency and standby power systems, The
[LTC facility and the CAH] must implement
emergency and standby power systems based on
the emergency plan set forth in paragraph (a) of
this section.

§482.15(e)(1), §483.73{e)(1), §485.625(e)(1)
Emergency generator location. The generator
must be located in accordance with the location

1. SPECIFIC ISSUE:
Wellspring Health and Rehabilitation
of Cascadia’s Emergency
Management Plan was reviewed and
updated on or before 2/14/18 by
facility QAPI committee and
community emergency personnel to
include required emergency and
standby power systems are
maintained and provided subsistence.

2. OTHER RESIDENTS:
All residents are potentially affected
by deficient practice.

|
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requirements found in the Health Care Facilities
Code (NFPA 99 and Tentative Interim
Amendments TIA 12-2, TIA 12-3, TIA12-4, TIA
12-5, and TIA 12-6), Life Safely Code (NFPA 101
and Tentative Interim Amendments TIA 12-1, TIA
12-2, TIA12-3, and TiA 12-4), and NFPA 110,
when a new structure is built or when an existing
structure or building is renovated.

482.15(e)(2), §483.73(e}(2), §485.625(e)(2)
Emergency generator inspection and testing. The
{hospital, CAH and LTC facility] must implement
the emergency power system inspection, festing,
and maintenance requirements found in the
Health Care Facilities Code, NFPA 110, and Life
Safety Code.

482.15(e)(3), §483.73(e)(3), §485.625(e)(3)
Emergency generator fuel. [Hospitals, CAHs and
LTC facilities} that maintain an onsite fuel source
to power emergency generators must have a plan
for how it will keep emergency power systems
operational during the emergency, unless it
evacuates,

*[For hospitals at §482.15(h), LTC at §483.73{g),
and CAHs §485.625(g):]

The standards incorporated by reference in this
section are approved for incorporation by
reference by the Director of the Office of the
Federal Register in accordance with 5 U.S.C.
552(a) and 1 CFR part 51. You may obtain the
material from the sources listed below. You may
inspect a copy at the CMS Information Resource
Center, 7500 Security Boulevard, Baltimore, MD
or at the Nationai Archives and Records
Administration (NARA). For information on the
availability of this materiat at NARA, call
202-741-6030, or go to:
http:/fwww.archives.govifederal_registerfcode_of

E04113  QYSTEMIC CHANGES:

generator.

4. MONITOR:
Upon completion of initial education
with staff, Executive Director and/or
designee will monitor compliance of
the facility maintenance and weekly
inspection records and monthly
testing of the emergency generators.
Findings will be reviewed by the
QAPI committee monthly for the
next 3 months. Additional education
will be provided as necessary.
Plan to be updated as indicated.

5. Date of Compliance:

Environmental Services Director
educated on or before 2/14/18 by
Executive Director to update
emergency preparedness plan,
perform weekly inspections and
monthly testing of the emergency

2/14/18
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_federal_regulationsfibr_focations.html.

if any changes in this edition of the Code are
incorporated by reference, CMS will publish a
document in the Federal Register to announce
the changes.

{1} Naticnal Fire Protection Association, 1
Batterymarch Park,

Quincy, MA 02169, www.nfpa.org,
1.617.770.3000,

(i) NFPA 99, Health Care Facilities Code, 2012
edition, issued August 11, 2011,

(i) Technical interim amendment (TIA) 12-2 to
NFPA 99, issued August 11, 2011,

(iiiy TIA 12-3 to NFPA 99, issued August 9, 2012.
(v} TIA 12-4 to NFPA 99, issued March 7, 2013.
{v) TIA 12-5 to NFPA 99, issued August 1, 2013.
(vi) TIA 12-6 to NFPA 99, issued March 3, 2014,
(vii) NFPA 101, Life Safety Code, 2012 edition,
issued August 11, 2011,

{viii) TIA 12-1 to NFPA 101, issued August 11,
2011.

(ix) TIA 12-2 to NFPA 101, issued October 30,
2012,

{x) TIA 12-3 to NFPA 101, issued October 22,
2013.

(xi) TIA 12-4 to NFPA 101, issued October 22,
2013,

(xiii) NFPA 110, Standard for Emergency and
Standby Power Systems, 2010 edition, including
TIAs to chapter 7, issued August 6, 2009,

This REQUIREMENT s not met as evidenced
by:

Based on record review and interview, the facility
failed to ensure the emergency and standby
power systems were maintained and provided
subsistence as required under the ruje. Failure to
ensure emergency generators are maintained
and tested in accordance with NFPA 99 and
NFPA 110, hinders the facility ability to provide
continuity of care during an emergency, to the 54
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residents housed in the facility on the date of the
survey.

Findings include:

During review of the facility maintenance and
inspection records and facility emergency plan,
policies and procedures on 1/3/18 from 9:30 AM
to 5:00 PM, records provided for the emergency
generators revealed missing documentation for
weekly inspecfions and monthly testing
(Reference K-818 on CMS 2567).

Further review of the emergency preparedness
plan, policies and procedures revealed the
documentation mis-identified the quantity and
type of generator(s) the facility had, listing a
single propane generator when in fact the facility
had two (2) diesel generators.

When asked about the missing documentation
and the discrepancy of the generator information
in the plan, the Environmental Services Manager
stated he was unaware of the finding prior fo the
date of the survey,

Reference:
42 CFR 483.73 (e} (1)

E 041
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K000 | INITIAL COMMENTS K000
The facility is a single story Type V (l1l) structure
built in 1998 with an addition of 60 beds in March ED
2001. The facility is equipped with two (2) diesel RE CE |V
powered emergency generators as part of the
facility EES (Emergency Electrical System); one [ PaN 9 B 2[]18
(1) for the main existing portion of the facility and
one (1) which was added for the vent unit - CILITY STANDM:%DS
expansion in 2014. The facility is sprinklered FAaal Y
throughout with smoke detection coverage in
corridors, sleeping rooms, and open spaces. The
facility is currently licensed for 120 SNFINF beds.
The following deficiencies were cited during the
annual fireflife safety survey conducted on
January 3 and 4, 2017. The facility was surveyed
under the LIFE SAFETY CODE, 2012 Edition,
Existing Health Care Occupancy, in accordance
with 42 CFR 483.70.
The Survey was conducted by:
Sam Burbank K 161
Health Facility Surveyor
Facility Fire Safety & Construction 1. SPECIFIC ISSUE:
K 1?1 Busldlng Construction Type and Height K161 The facility failed to ensure that the
S8=D | CFR(s): NFPA 101 L. .
fire and smoke resistive properties of
Building Construction Type and Height the structure were maintained.
2012 EXISTING Specifically failure to seal
Building construction type and stories meets enetrations in rated constructio
Table 19.1.6.1, unless otherwise permitted by E.reas construction
19.1.6.2 through 19.1.6.7 ’
19.1.6.4, 19.1.6.5
Construction Type 2. OTHER RESIDENTS:
1.1(442), !E (333-). Ild(222) ﬁny number of stories All residents are potentially affected
non-sprinklered and sprinklered by deficient practi
2,11 {111) One story non-sprinklered. Maximum 3 y deficient practice.
pal !
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATU / F TITLE {X6) DATE
D / _ .
; h— D, 224 /is

Any deficiency statement ending with an asterisk (*) denates 3 defigiéncy which2h& institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection fo the patiergs. instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether ar not a plan of carrection is provided. Far nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction s requisite to continued
program participation.
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stories sprinklered

3. il (000} Not allowed non-sprinkiered
4.1l (211) Maximum 2 stories sprinklered
5.1V (2HH)

8.V (111)

7. 111 (200) Not allowed non-sprinklered
8. V (000) Maximum 1 story sprinklered
Sprinklered stories must be sprinklered
throughout by an approved, supervised automatic
system in accordance with section 9.7. (See
19.3.5)

Give a brief description, in REMARKS, of the
construction, the number of stories, including
basements, floors on which patients are located,
location of smoke or fire barriers and dates of
approval. Complete sketch or attach small floor
plan of the building as appropriate.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to ensure that the fire and smoke resistive
properties of the structure were maintained.
Failure to seal penetrations in rated construction
assemblies has the potential to allow fire, smoke
and dangerous gases to pass between
compartments during a fire. This deficient
practice affected staff and visitors on the date of
the survey.

Findings include:

During the facility tour conducted on 1/3/189 from
approximately 2:30 - 3:30 PM, two {2) unsealed
data cabling conduits approximately three inch by
three inch were observed in the electrical room
across from the Kitchen.

When asked about the unsealed penetrations,
the Environmental Services Manager stated he
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K 161 | Continued From page 1 K 161 SYSTEMIC CHANGES:

Noted penetrations were repaired on
or before 2/14/18. Maintenance Staff
educated by Executive Director or
designee on or before 2/14/2018 to
ensure smoke resistive properties of
the structure are maintained in
accordance with NFPA 101.

MONITOR;

Executive Director or designee will
ensure quarterly audits of potential
smoke penetrations in compliance
with NFPA 101 thru monthly audits.
Results of audits will be reviewed in
QAPL

Date of Compliance: Y4
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WELLSPRING HEALTH & REHABILITATION OF CASCADIA

K 161 Continued From page 2 K 161

had not noticed these penetrations prior to the
survey.

Actual NFPA standard:

19.1.6 Minimum Construction Requirements,
19.1.6.1 Health care occupancies shall be limited
to the building construction types specified in
Tabie 19.1.6.1, unless otherwise permitted by
19.1.6.2 through 19.1.6.7. {See 8.2.1.)

8.2 Construction and Compartmentation.

8.2.1 Construction.

8.2.1.1 Buildings or structures occupied or used
in accordance with the individuai occupancy
chapters, Chapters 11 through 43, shall meet the
minimum construction requirements of those
chapters.

8.2.2.2 Fire compartments shall be formed with
fire barriers that comply with Section 8.3.

8.3.5.6 Membrane Penetrations.

8.3.5.6.1 Membrane penetrations for cables,
cable trays, conduits, pipes, tubes, combustion
vents and exhaust vents, wires, and similar items
to accommodate electrical, mechanical,
plumbing, and communications systems that
pass through a membrane of a wall, floor, or
floorfceiling assembly constructed as a fire barrier
shall be protected by a firestop system

or device and shall comply with 8.3.5.1 through
8.3.6.5.2.

K211 | Means of Egress - General K211
sS=F | CFR(s): NFPA 101

Means of Egress - General
Aisles, passageways, corridors, exit discharges,
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exit locations, and accesses are in accordance
with Chapter 7, and the means of egress is
continuously maintained free of all obstructions to
full use in case of emergency, unless modified by
18/19.2.2 through 18/19.2.11.
18.2.1,19.2.1, 7.1.10.1
This REQUIREMENT is not met as evidenced
by:

Based on record review, observation and
interview, the facility failed to ensure that rated
assemblies were inspected in accordance with
NFPA 80 andfor NFPA 105, as applicable. Failure
te inspect and test rated assemblies has the
potential to hinder system performance as
designed. This deficient practice affected 54
residents, staff and visitors on the date of the
survey.

Findings include;

1) During review of provided facility annual
inspection records conducted on 1/3/18 from
approximately 9:30 AM - 10:00 AM, no records
were avallable demonstrating an initial or annual
inspection and testing of rated assemblies had
been conducted. When asked about the missing
documentation, the Environmental Services
Manager stated he was not aware of this
reguirement.

2} During the facility tour conducted on 1/3 and
1/4/18 from approximately 9:30 AM to 5:00 PM,
observation of installed doors revealed doors in 4
of 4 smoke compartments were labeled as
smoke or fire resistive, and ranged in fire/smoke
protective ratings from 20 minutes to 90 minutes.

Actual NFPA standard:

1. SPECIFIC ISSUE:
The facility failed to ensure that
rated assemblies were inspected in
accordance with NFPA 80 and/or
NFPA 105 as applicable,

OTHER RESIDENTS:
All residents are potentially affected
by deficient practice.

3. SYSTEMIC CHANGES:
Facility will have its annual Fire
Door inspection by 2/14/18 by
licensed contractor. Inspection will
include a detailed map of the facility
with fire ratings.

MONITOR:

Executive Director or designee will
ensure that the inspection and
corrections are completed by
2/14/18. Any issues will be reported
in QAPL

Date of Compliance:

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
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Continued From page 4
NFPA 101

18.2 Means of Egress Requirements

19.2.2.2 Doors.

19.2.2.2.1 Doors complying with 7.2.1 shall be
permitted.

7.2.1 Door Openings.

7.2.1.15 Inspection of Door Openings.
7.2.1.15.1* Where required by Chapters 11
through 43, the following door assemblies shall
be inspected and tested not less than annually in
accordance with 7.2.1.15.2 through 7.2.1.15.8:
(1) Door leaves equipped with panic hardware or
fire exit hardware in accordance with 7.2.1.7

(2) Door assemblies in exit enclosures

(3) Electrically controlled egress doors

(4) Door assemblies with special locking
arrangements subject to 7.2.1.6

7.2.1.15.2 Fire-rated door assemblies shall be
inspected and tested in accordance with NFPA
80, Standard for Fire Doors and Other Opening
Protectives. Smoke door assemblies shall be
inspected and tested in accordance with NFPA
105, Standard for Smoke Door Assemblies and
Other Opening Protectives.

NFPA 80

5.2* Inspections,

5.2.1* Fire door assemblies shall be inspected
and tested not less than annually, and a written
record of the inspection shall be signed and kept
for inspection by the AHJ.

NFPA 105

5.2 Specific Requirements.

5.2.1* Inspections.

5.2.1.1 Smoke door assemblies shall be

K211
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Hazardous Areas - Enclosure

2012 EXISTING

Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating (with 3/4-hour
fire rated doors} or an automatic fire extinguishing
system in accordance with 8.7.1. When the
approved automatic fire extinguishing system
option is used, the areas shall be separated from
other spaces by smoke resisting partitions and
doors in accordance with 8.4, Doors shall be
self-closing or automatic-closing and permitted to
have nonrated or field-applied protective plates
that do not exceed 48 inches from the bottom of
the door.

Describe the floor and zone locations of
hazardous areas that are deficient in REMARKS.
19.3.2.1

Area Automatic Sprinkler
Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)

¢. Repair, Maintenance, and Paint Shops

d. Soiled Linen Rooms (exceeding 64 gallons)

e. Trash Collection Rooms

{exceeding 64 gallons)

f. Combustibie Storage Rooms/Spaces

(over 50 square feef)

g. Laboratories (if classified as Severe
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inspected annually.
5.2.1.2 Doors shall be operated to confirm full
closure.
5.2.1.3 Hardware and gaskets shall be inspected
annually, and any parts found to be damaged or K 321
inoperative shall be replaced. _
K 321 | Hazardous Areas - Enclosure K321{1, SPECIFIC ISSUE:
88=F | CFR(s): NFPA 101

The facility failed to ensure corridor
doors entering hazardous areas
would fully close and latch when

activated.

OTHER RESIDENTS:

All residents are potentially affected

by deficient practice.

SYSTEMIC CHANGES:

Maintenance Director installed

automatic closing devices on

identified doors. Facility audit for
any additional hazardous storage
areas without closing and latching

doors by 2/14/18.

MONITOR:

Executive Director or designee will
ensure that the all corridor doors are
audited for compliance to NFPA 101

by 2/14/18 and monthly for 3
thereafter. Any issues will be

months -

reported in QAP and addressed.

Date of Compliance:

ﬂf‘ﬁts‘
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Hazard - see K322)

This REQUIREMENT is not met as evidenced
by:

Based on observation and operational testing,
the facility failed to ensure corridor doors entering
hazardous areas would fully close and latch when
activated. Failure to protect hazardous areas
could allow smoke, fires and dangerous gases to
pass into corridors, hindering egress during a fire.
This deficient practice affected 54 residents, staff
and visitors on the date of the survey.

Findings include:

During the facility tour conducted on 1/3/18 from
approximately 2:00 - 3:00 PM, observation and
operational testing of the doors entering room
221 and room 526 were found not to be equipped
with self-closing devices. Further observation of
these two rooms revealed they had been
converted to storage spaces, ranging in size from
200 square feet (sf) to 250 sf and housed
combustible storage such as cartoned materials
and foam beds.

Actual NFPA standard:
NFPA 101

18.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.7.1,

19.3.2.1.5 Hazardous areas shall include, but
shalt not be restricted to, the following:

(1) Boiler and fuel-fired heater rooms

(2) Central/bulk laundries larger than 100 ft2 (9.3

FORM CMS-2567(02-89} Previous Versions Obsolete Event ID: WZ1W21 Facility ID: MDS001260 if continuation sheet Page 7 of 28
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m2)

(3} Paint shops

{4) Repair shops

(5) Rooms with soiled linen in volume exceeding
64 gal (242 L)

{6) Rooms with collected trash in volume
exceeding 64 gal (242 L)

(7} Rooms or spaces larger than 50 ft2 (4.6 m2),
including repair shops, used for storage of
combustible supplies and equipment in quantities
deemed hazardous by the authority having
jurisdiction

(8) Laboratories employing flammable or
combustible materials in quantities less than
those that would be considered a severe hazard

19.3.2.1.3 The doors shall be self-closing or
automatic-closing.
Alcohol Based Hand Rub Dispenser (ABHR)
CFR(s): NFPA 101

Alcohol Based Hand Rub Dispenser (ABHR)
ABHRs are protected in accordance with 8.7.3.1,
unless all conditions are met;

* Corridor is at least 6 feet wide

* Maximum individual dispenser capacity is 0.32
galions (0.53 gallons in suites) of fluid and 18
ounces of Level 1 aerosols

* Dispensers shall have a minimum of 4-foot
horizontal spacing

* Not more than an aggregate of 10 gafions of
fiuid or 135 ounces aerosol are used in a single
smoke compartment outside a storage cabinet,
excluding one individual dispenser per room

* Storage in a single smoke compartment greater
than 5 gallons complies with NFPA 30

* Dispensers are not installed within 1 inch of an
ignition source

K 321

K 325

K 325

1.

SPECIFIC ISSUE:

The facility alcohol based hand rub
dispensers were not maintained in
accordance with NFPA 101.

OTHER RESIDENTS:

All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:
Maintenance Staff educated by
Executive Director or designee on or
before 2/14/2018 to ensure Alcohol
based hand rub dispensers are

maintained in accordance with
NFPA 101.
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K325 iS:CI:J)r?tinued From page 8t iy . K325} MONITOR:
ispensers over carpeted floors are in : s . .
sprinklered smoke compartments Executlv;a Director or designee will
*ABHR does not exceed 95 percent alcohol ensure Alcohol based hand rub
* Operation of the dispenser shall comply with dispenser are maintained in
Section 18.3.2.6(11) or 19.3.2.6(11) accordance with NFPA 101 thru
;Q?g% is1 grgtze%teg a%zl::igs; inri\ppropria1te access monthly audits.
489 485 and 488 2 arts 403, 418, 460, Results of audit will be reviewed in
This REQUIREMENT is not met as evidenced QAPI monthly for 3 months to
by: ensure systems being followed. Plan
Based on record review, observation and to be updated as indicated.
interview, the facility failed to ensure
automatically operated Alcohol Based Hand Rub : . ]
Dispensers (ABHR) were maintained in . Date of Compliance: 2/14/2018
accordance with NFPA 101. Failure to test and
document operation of ABHR dispensers could
result in inadvertently spitling flammable kiquids
increasing the risk of fires. This deficient practice
affected 54 residents, staff and visitors on the
date of the survey.
Findings include:
1) During the review of provided facility inspection
records conducted on 1/3/18 from approximately
§:30 - 11:00 AM, records indicated refills and
inspections of ABHR dispensers was performed,
but no documentation was provided as to what
actions were performed during that inspection as
required under the standard.
2) During the facility tour conducted on 1/3/18
from 1:30 - 3:45 PM, observation of installed
ABHR dispensers revealed automatic dispensers
had been instalied in four of four smoke
compartments. Interview of the Housekeeping
Supervisor in the Housekeeping storage area
across from the Kitchen established that the log
for refilling did not include any specific testing of
FORM CMS-2587{02-99} Previous Versions Obsolete Event ID: WZ1W21 Facility ID: MDS001260 if continuation sheet Page 9 of 28
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the devices other than battery replacement and
operation and initial activation. She further stated
she was not aware of any specific required
inspection and testing, or the requirements under
manufacturer's specifications as to refill
directions, such as type, size or any color coding
of the refill unit.

Actual NFPA standard:
NFPA 101

19.3.2.6* Alcohol-Based Hand-Rub Dispensers.
Alcohol-based hand-rub dispensers shall be
protected in accordance with

8.7.3.1, unless all of the following conditions are
mef;

(1) Where dispensers are installed in a corridor,
the corridor shall have a minimum width of 6 ft
(1830 mm).

{2) The maximum individual dispenser fluid
capacity shall be as follows:

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

{b) 0.53 gal (2.0 L) for dispensers in suites of
rooms

(3) Where aerosol containers are used, the
maximum capacity of the aerosol dispenser shall
be 18 oz. (0.51 kg) and shall be limited to Level 1
aerosols as defined in NFPA30B, Code for the
Manufacture and Storage of Aerosol Products.
{4} Dispensers shall be separated from each
other by horizontal spacing of not less than 48 in.
(1220 mm).

(5) Not more than an aggregate 10 gal (37.8 L) of
alcohol-based hand-rub solution or 1135 oz (32.2
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kg) of Level 1 aerosols, or a combination of
liquids and Level 1 aerosols not to exceed, in
total, the equivalent of 10 gal

{37.8 L) or 1135 oz (32.2 kg), shall be in use
ouiside of a storage cabinet in a single smoke
compartment, except as otherwise provided in
19.3.2.6(6).

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

(7) Storage of quantities greater than 5 gal (18.9
L) in a single smoke compartment shall meet the
requirements of NFPA 30, Flammable and
Combustible Liquids Code.

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

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

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

{c) Beneath an ignition source within a 1 in. (25
mm) vertical distance from the ignition source
{9) Dispensers installed directly over carpeted
floors shall be permitted only in sprinklered
smoke compariments.

{10) The alcohol-based hand-rub solution shall
not exceed 85 percent alcoho! content by volume.
(11) Operation of the dispenser shall comply with
the following criteria:

{(a) The dispenser shall not release its contents
except when the dispenser is activated, either
manually or automatically by touch-free
activation.

(b) Any activation of the dispenser shall occur
only when an object is placed within 4 in. (100
mm) of the sensing device.
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{c) An object placed within the activation zone
and left in place shall not cause more than one
activation,

(d) The dispenser shall not dispense more
solution than the amount required for hand
hygiene consistent with fabel instructions.

(e} The dispenser shall be designed, constructed,
and operated in a manner that ensures that
accidental or malicious activation of the
dispensing device is minimized.

(f) The dispenser shall be tested in accordance
with the manufacturer ' s care and use
instructions each time a new refill is installed.
Interior Wall and Ceiling Finish

CFR(s): NFFPA 101

Interior Wall and Ceiling Finish

2012 EXISTING

Interior wall and ceiting finishes, including
exposed interior surfaces of buildings such as
fixed or movable walls, partitions, columns, and
have a flame spread rating of Class A or Class B.
The reduction in class of interior finish for a
sprinkler system as prescribed in 10.2.8.1 is
permitted.

10.2,19.3.3.1, 19.3.3.2

Indicate flame spread rating(s).

This REQUIREMENT is not met as evidenced
by:

Based on record review, observation and
interview, the facifity failed to ensure interior
finishes were in accordance with NFPA 101,
Failure to install textile wall coverings which meet
or exceed flame and smoke spread requirements
of Class A or Class B, as determined by testing
documentation under NFPA 286. This deficient
practice affected 54 residents, staff and visitors

K325

K 331

K 331
1.

SPECIFIC ISSUE:

Facility failed to ensure interior finist
accordance with NFPA 101. Failure"
wall coverings which meet or exceed
smoke spread requirements of Class
determined by testing documentation
286,

OTHER RESIDENTS:

All residents are potentially affected
by deficient practice.

SYSTEMIC CHANGES:

The wall coverings have been treated
or verified to comply with NFPA

101 guidelines.

Maintenance Staff educated by
Executive Director or designee on or
before 2/14/2018 to ensure future
installations are within NFPA
guidelines.
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on the date of the survey. 4. MONITOR:
S Executive Director or designee will
Findings include: ensure any new additions meet
. - . NFP ideli
During review of the facility records conducted on t? guldeﬂmes monthly for the
1/3/18 from approximately 9:30 AM to 1:00 PM, next 3 months. _ .
the facility failed to provide documentation of the Results of audit will be reviewed in
flame resistive properties of the floor to ceiling QAPI to ensure systems being
wall covering in the Theatre room and below the followed. Plan to be updated as
hand rail in the 100, 200 and 500 corridors. D
; L indicated.
Further observation revealed the wall coverings in
alt iocations were a textile carpeting and the .
material in the corridors measured 27 inches 5. Date of Compliance: 2/0y { /5

from the floor. When asked for documentation
confirming the carpet was a Class A, B or Type 1
or 2 flame and smoke propagation compliant
material, the Environmental Services Manager
was not able to provide such documentation.

Actual NFPA standard:

NFPA 101

19.3.3 Interior Finish.

19.3.3.1 General. Interior finish shall be in
accordance with Section 10.2.

10.2.4.1* Textile Wall and Textile Ceiling
Materials. The use of textiie materials on walls or
ceilings shall comply with one of the following
conditions:

(1) Textile materials meeting the requirements of
Class A when tested in accordance with ASTM E
84, Standard Test Method for Surface Burning
Characteristics of Building Materials,

or ANSI/UL 723, Standard for Test for Surface
Burning Characteristics of Buiiding Materials,
using the specimen preparation and mounting
method of ASTM E 2404, Standard Practice for
Specimen Preparation and Mounting of Textile,
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Paper or Vinyl Wall or Ceiling Coverings to
Assess Surface Burning Characteristics (see
10.2.3.4), shall be permitted on the walls or
ceilings of rooms or areas protected by an
approved automatic sprinkler system.

(2} Textile materials meeting the requirements of
Class A when tested in accordance with ASTM E
84 or ANSI/UL 723, using the specimen
preparation and mounting method of

ASTM E 2404 (see 10.2.3.4), shall be permitted
on partitions that do not exceed three-quarters of
the floor-to-ceiling height or do not exceed 8 ft
(2440mm)in height, whichever

is less.

(3) Textile materials meeting the requirements of
Class A when tested in accordance with ASTM E
84 or ANSI/UL 723, using the specimen
preparation and mounting method of

ASTM E 2404 (see 10.2.3.4), shall be permitted
to extend not more than 48 in. (1220 mm) above
the finished floor on ceiling-height walls and
ceiling-height partitions.

(4} Previously approved existing installations of
textile material meeting the requirements of Class
Awhen tested in accordance with ASTM E 84 or
ANSI/UL 723 (see 10.2.3.4) shali be permitted to
be continued fo be used.

(5) Textile materials shall be permitted on walls
and partitions where tested in accordance with
NFPA 265, Standard Methods of Fire Tests for
Evaluating Room Fire Growth Contribution

of Textile or Expanded Virnyl Wall Coverings on
Full Height Panels and Walls. (See 10.2.3.7.)

(6) Textile materials shall be permitted on walls,
partitions, and ceilings where tested in
accordance with NFPA 286, Standard Methods of
Fire Tests for Evaluating Contribution of

Wall and Ceiiing Interior Finish to Room Fire
Growth. (See 10.2.3.7))
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55=F | CFR(s): NFPA 101 1. SPECIFIC ISSUE:

Facility failed to ensure fire suppression system

Sprinkler System - Maintenance and Testing sprinkler pendants was maintained in accordance

Automatic sprinkler and standpipe systems are

inspected, tested, and maintained in accordance with NFPA 25,
with NFPA 25, Standard for the Inspection, 2. OTHER RESIDENTS:
Testing, and Maintaining of Water-based Fire All residents are potentially affected
Pro‘tection Sys.tems. Records of gystem design, by deficient practice.
maintenance, inspection and {festing are
maintained in a secure location and readily
available. 3. SYSTEMIC CHANGES:
a) Date sprinkler system last checked All sprinkler pendants were visually

inspected and those needing
replacement were replaced on or
before 2/14/18 by licensed

b} Who provided system test

c) Water system supply source

contractor,
Provide in REMARKS information on coverage for Adequate spare sprinkler pendants
any non-required or partial automatic sprinkler are maintained in inventory in
system. .
9.7.5,9.7.7, 9.7.8, and NFPA 25 accordance with NFPA 25.
This REQUIREMENT is not met as evidenced Maintenance Staff educated by
by: Executive Director or designee on or
Based on observation, the facility failed to ensure before 2/14/2018 to ensure future
fire suppression system sprinkler pendants was annual testing are within NFPA 25
maintained in accordance with NFPA 25. Failure idelines g hin N
to perform annual inspection and maintenance gu :
suppression system and provide the correct
amount of spare system pendants, has the 4. MONITOR:
potential to hinder system response and leave the Executive Director or designee will
building unprotected during a fire. This deficient audit availability of spare sprinkler

practice affected 54 residents, staff and visitors

on the date of the survey. pendants monthly in riser room for 3

months,
Findings include: Executive Director or designee will
_ _ ensure annual inspection and
1) During review of the facility fire suppression maintenance is completed.

system inspection records conducted on 1/3/18

from approximately 9:30 AM to 2:00 PM, no Results of audit will be reviewed in

QAPI to ensure systems being )
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from approximately 2:00 - 3:00 PM, observation
of the main Kitchen fire suppression system
pendants revealed the installed pendan{ over the
dishwashing area was corroded. Further
observation of the riser room revealed only
eleven spare pendants and no replacement
wrenches.

Actual NFPA standard:

NFPA 25

4.1.1.2 Inspection, testing, and maintenance shall
be performed by personne! who have developed
competence through training and experience.

4.3 Records,

4.3.1* Records shall be made for all inspections,
tests, and maintenance of the system and its
components and shall be made available to the
authority having jurisdiction upon request.

4.3.2 Records shall indicate the procedure
performed (e.g., inspection, test, or
maintenance), the organization that performed
the work, the results, and the date.

5.2* Inspection.

5,2.1 Sprinklers.

5.2.1.1* Sprinklers shall be inspected from the
floor level annually.

5.2.1.1.1* Sprinklers shall not show signs of
leakage; shall be free of corrosion, foreign
materials, paint, and physical damage; and shall
be installed in the correct orientation (e.g.,
upright, pendent, or sidewail).

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUFPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING COMPLETED
135094 B.WING 01/04/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2105 12TH AVENUE ROAD
WELLSPRING HEALTH & REHABILITATION OF CASCADIA
NAMPA, ID 83686
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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records were available for the replacement or fi
- e ollowed.
testing for dry system pendants within the last ten L Plan to be updated as
Indicated.
years,
2) During the facility tour conducted on 1/4/18 5. Date of Compliance: 2/14/2018
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5.2.1.1.2 Any sprinkler that shows signs of any of
the foliowing shall be replaced:

{1) Leakage

(2) Corrosion

(3} Physical damage

(4) Loss of fluid in the glass bulb heat responsive
element

(5)*Loading

{6) Painting unless painted by the sprinkler
manufacturer

5.2.1.4 The supply of spare sprinklers shall be
inspected annually for the foliowing:

(1) The correct number and type of sprinklers as
required by 5.4.1.4 and 5.4.1.5

(2) A sprinkler wrench for each type of sprinkler
as required by 5.4.1.6

5.3.1.1.1.6* Dry sprinklers that have been in
service for 10 years shall be replaced or
representative samples shall be tested and then
retested at 10-year intervals.

5.4.1.5 The stock of spare sprinklers shalf include
all types and ratings installed and shall be as
follows:

(1) For protected facilities having under 300
sprinklers-no fewer than & sprinklers

(2) For protected facilities having 300 to 1000
sprinklers - no fewer than 12 sprinklers

(3) For protected facilities having over 1000
sprinklers - no fewer than 24 sprinklers

5.4.1.6* A special sprinkler wrench shall be
provided and kept in the cabinet to be used in the
removal and installation of sprinklers.

5.4.1.6.1 One sprinkler wrench shall be provided
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by:

Based on observation and interview, the facility
failed to provide safe electrical instaliations in
accordance with NFPA 70. Failure to provide
labeling for electrical breakers {imits staff
response during a loss of power. This deficient
practice affected staff and vendors on the date of
the survey.

Findings include:

During the facility tour conducted on 1/3/18 from
approximately 2:00 - 4.00 PM, observation of the
EES panel in the electrical room revealed two
breakers on the right hand side of the panel,
breakers 2 and 6, were not labeled as to where

5. Date of Compliance:
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for each type of sprinkler instafied.

1. SPECIFIC ISSUE; ;
13.4.4.2.2.2* Every 3 years and whenever the The facility failed 4 ide labeling for electric: |
system is altered, the dry pipe valve shall be trip ty failed to provide labeling or electric:
tested with the control vaive fully open and the breakers limiting staff from response during a pos
quick-opening device, if provided, in service. outage,

K 511 | Utilities - Gas and Electric K511} 2. OTHER RESIDENTS:
ss=D | CFR(s): NFPA 101 All residents are potentially affected
Utiities - Gas and Electric by deficient practice.
Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas Code, 3. SYSTEMIC CHANGES:
electrical wiring and equipment complies with The unlabeled electric breakers were
NFPA 70, National Electric Code. Existing identified and labeled. Maintenance
installations can continue in service provided no . .
hazard to life. Director was educated by Executive
18.5.1.1, 19.5.1.1, 9.1.1,9.1.2 Director or designee on or before
2/14/2018 to ensure understanding of
safe electrical installations
throughout the facility.
This REQUIREMENT is not met as evidenced
4. MONITOR:

Executive Director or designee will
audit random electrical installations
monthly for 3 months to ensure
ongoing compliance. Additional
education will be provided as
necessary,

Results of audit will be reviewed in
QAPI to ensure systems being
followed. Plan to be updated as
indicated.

2/1472018

| |
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they supplied power.
Interview of the Environmental Services Manager
established he was not aware of the missing
labeling prior to the date of the survey.
K 521
Actual NFPA standard:
NEPA 70 1. SPECIFIC ISSUE:
110.22 Identification of Disconnecting Means. The facilities failure to periodically test fire damp:
(A) General. Each disconnecting means shall be has the potential to allow fires, smoke, and
legibly marked to indicate its purpose unless dangerous gases to pass between smoke
located and arranged so the purpose is evident. compartments during a fire.
The marking shall be of sufficient durability to 2. OTHER RESIDENTS:
withstand the environment involved. ) All resident t t':all ffected
K 521 | HVAC K 521 residents are potentially affected.
S8=F | CFR(s): NFPA 101
3. SYSTEMIC CHANGES:
HVAC The 4 year inspection was completed
Heating, ventilation, and air conditioning shall on or before 2/14/18 by licensed
comply with 9.2 and shall be instailed in contract
accordance with the manufacturer's on ac'o‘r. ) .
Speciﬁcations_ The faCIIIty Ma.lntenallce Dll'e(:tor
18.5.2.1,19.5.2.1, 92 will be educated by Executive
Director or designee on or before
2/14/2018 to ensure that the HVAC
Dampers system is inspected every 4
This REQUIREMENT is not met as evidenced years per NIPA 101
by:
Based on record review and interview, the facility 4, MONITOR:
failed to ensure fire dampers were inspected and : ; i ;
tested in accordance with NFPA 105. Failure to Exgi?:gvf tE 1rgcr:to§ or designee will
periodically test fire dampers has the potential to au at the ire dampers are
allow fires, smoke and dangerous gases to pass inspected per NFPA 1035 regulations
between smoke compartments during a fire. This by 2/14/18.
deficient practice affected 54 residents, staff and
visitors on the date of the survey. : .
5. Date of Compliance: 24 H&
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Continued From page 19

Findings include:

During review of facility inspection and testing
records conducted on October 18, 2017 from
approximately 9:00 AM to 10:30 AM, no records
were availabie indicating smoke dampers had
been inspected or tested within the last four
years. Subsequent inspection above the ceiling at
the North and Eas{ resident halls revealed
electronic smoke dampers were installed on the
return air duciing of the HVAC (Heating
Ventilation and Air Conditioning) system.

When asked if these dampers had been
inspected, the interim Maintenance Director
stated he was not sure of the last time the
inspection had been conducted.

Actual NFPA standard:
NFPA 101

19.5.2 Heating, Ventilating, and Air-Conditioning.
19.5.2.1 Heating, ventilating, and air-conditioning
shall compiy

with the provisions of Section 9.2 and shail be
installed in

accordance with the manufacturer ' s
specifications, uniess otherwise

modified by 19.5.2.2.

9.2 Heating, Ventilating, and Air-Conditioning.
9.2.1 Air-Conditioning, Heating, Ventilating
Ductwork, and Related Equipment,
Air-conditioning, heating, ventilating ductwork,
and related equipment shal! be in accordance
with

NFPA 90A, Standard for the installation of

K 521
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Air-Conditioning and Ventilating Systems, or
NFPA 90B, Standard for the Installation of Warm
Air Heating and Air-Conditioning Systems, as
appiicable, unless such instaliations are approved
existing instaliations, which shall be permitted to
be continued in service.
NFPA 90A
5.4.8 Maintenance.
5.4.8.1 Fire dampers and ceiling dampers shall K712
be maintained in accordance with NFPA 80,
Standard for Fire Doors and Other Opening 1. SPECIFIC ISSUE:
Protectives. The facility failed to provide documentation of
NEPA 80 required fire drills, one per shift per quarter.
19.4* Periodic Inspection and Testing.
19.4.1 Each damper shall be tested and 2. OTHER RESIDENTS:
inspected 1 year after installation. All residents are potentially affected.
19.4.1.1 The test and inspection frequency shali .
then be every 4 years, except in hospitals, where 3. SYSTE,M IC C.HANGES' .
the frequency shall be every 6 years. The facility Maintenance Director
K 712! Fire Drilis k712  will be educated by Executive
Ss=F | CFR(s): NFPA 101 Director or designee on or before
Fire Dril 2/14/2018 to ensure that fire drills be
ire Drills uart
Fire drills include the transmission of a fire alarm conducted quarterly.
signal and simulation of emergency fire
conditions. Fire drills are held at unexpected 4. MONITOR:
times under varying conditions, at ieast quarterly Executive Director or designee will
gndegch shiﬁ.t;II'htedsftﬁaﬁ is famiitiarf witth E;ogggures audit that fire drills are being
nd is aware that drills are part of establis
routine. Responsibility for planning and conducted per NFPA};qluarterly and
conducting drills is assigned only to competent resul?s reported monthly QAPI
persons who are qualified to exercise leadership. meeting for 3 months.
Where drills are conducted between 9:00 PM and
6:00 AM, a coded announcement may be used 5. Date of Compliance: 2/14/2018
instead of audible alarms.
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18.7.1.4 through 18.7.1.7, 19.7.1.4 through
19.7.1.7
This REQUIREMENT is not met as evidenced
by:

Based on record review, the facility failed to
provide documentation of required fire drilis, one
per shift per quarter. Failure to perform fire drills
on each shift quarterly could result in confusion,
hindering the safe evacuation of residents during
a fire. This deficient practice affected 54
residents, staff and visitors on the date of the
survey.

Findings include:

During review of provided facility fire drills
conducted on 1/3/18 from approximately 9:30 AM
to 12:00 PM, fire drill documentation revealed the
facility failed to perform the following drills:

1) Noc shift drilf in the first quarter 2017,

2) Day shift and noc shift in the third quarter
2017.

Actual NFPA standard;

19.7.1.6 Drills shall be conducted quarterly on
each shift to familiarize facility personnel (nurses,
interns, maintenance engineers, and
administrative staff) with the signals and
emergency action required under varied
conditions,

K 914 Electrical Systems - Maintenance and Testing K914
ss=E | CFR(s): NFPA 101

Electrical Systems - Maintenance and Testing
Hospital-grade receptacles at patient bed
locations and where deep sedation or generai
anesthesia is administered, are tested after initial
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instaltation, replacement or servicing, Additional K 914
testing is performed at intervals defined by
documented performance data. Receptacies not ;
listed as hospital-grade at these locations are L. SPE(.jIFI(.j ISSUE: . .
tested at intervals not exceeding 12 months. Line Facility failed to ensure outlets in resident
isotation monitors (LIM), if installed, are tested at care arcas were tested in accordance with
intervals of less than or equal to 1 month by NFPA 99,
actuating the LIM test switch per 6.3.2.6.3.8,
which activates both visual and audible alarm. For .
LiM circuits with automated self-testing, this 2. OTHFfR RESIDENTS.' )
manual test is performed at intervals less than or All residents are potentially impacted
equal to 12 months. LIM circuits are tested per by this issue.
8.3.3.3.2 after any repair or renovation to the
electric distribution system. Records are 3. SYSTEMIC CHANGES:
maintained of required tests and associated : Facility wide audit perf : db
repairs or modifications, containing date, room or actlity wide audit performed by
area tested, and results. Maintenance Director on or before
6.3.4 (NFPA 99) _ _ 2/14/2018 to ensure all hospital
;h!s REQUIREMENT is not met as evidenced grade Ouﬂets meet NFPA 99 codes.
y: :
Based on record review and observation, the Mamte.nancq staff educatefd by
facility failed to ensure outlets in resident care Executive Director or designee on or
areas were tested in accordance with NFPA 99, before 2/14/2018 to ensure continued
Failure to perform maintenance and testing on compliance with NFPA regulations.
electrical systems has the potential of electrical
outlet failure, adversely affecting the safety and )
health of residents. This deficient practice 4. MONI.T OR.' . .
affected 22 residents in the 400 and 500 wings, Executive Director or designee will
staff and visitors on the date of the survey. audit the Maintenance Director’s
o annual testing monthly for 3 months.
Findings include: QAPI to ensure systems being
1) During review of facility maintenance and followed.
inspection records provided on 1/3/18 from .
approximately 9:30 AM to 2:00 PM, no records 5. Date of Compliance: 2/14/2018
were provided indicating hospital grade outlets in
resident rooms of the 400 and 500 wings were
inspected and tested.
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2) During the facility tour conducted on 1/3/18
from approximately 2:00 - 3:45 PM, observation
of facility electrical installations in resident rooms
revealed the facility was equipped with hospital
grade outlets in the 400 and 500 wing rcoms.

Actual NFPA standard:

NFPA 89
8.3.4.1 Maintenance and Testing of Electrical
Systems

6.3.4.1.1 Where hospital-grade receptacles are
required at patient bed locations and in locations
where deep sedation or general anesthesia is
administered, testing shall be performed after
inittal installation, replacement, or servicing of the
device.

6.3.4.1.2 Additional testing of receptacles in
patient care rooms shall be performed at intervals
defined by documented performance data.
6.3.4.1.3 Receptacles not listed as
hospHal-grade, at patient bed locations and in
locations where deep sedation or general
anesthesia is administered, shall be tested at
intervals not exceeding 12 months.

K 818 | Electrical Systems - Essential Electric Syste K918
s5=F | CFR({s). NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source
and associated equipment is capable of supplying
service within 10 seconds. If the 10-second
criferion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
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transfer switches are performed in accordance
with NFPA 110.
Generator sets are inspected weekiy, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily avaiiable. EES electrical panels and
circuits are marked and readily identifiable.
Minimizing the possibility of damage of the
emergency power source is a design
consideration for new installations.

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to ensure Emergency Power Supply
Systems (EPSS) were maintained in accordance
to NFPA 110. Failure to inspect and test
generators under load potentially fails to pre-act
to possible system problems, hindering
performance of the equipment during an
emergency. This deficient practice affected 54
residents, staff and visitors on the date of the

1. SPECIFIC ISSUE:
Facility failed to ensure Emergency
Power Supply systems were

maintained in accordance to NFPA
110,

2. OTHER RESIDENTS:
All residents at risk to be affected by
deficient practice.

3. SYSTEMIC CHANGES:
Diesel powered Emergency
Generator will be tested per NFPA
standards monthly for 30 minutes
under load including documented
conditions, in addition to weekly
inspections.
Facility Maintenance Director
educated by Executive Director on or
before 2/14/2018 to ensure routine
testing is completed weekly and
monthly.

4. MONITOR:
Executive Director or designee will
audit facility testing monthly for 3
months. Results to be reviewed and

survey. addressed in QAPI meetings.
Findings include: 5. Date of Compliance: 2/14/2018
1
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During review of the EPSS weekly inspection and
monthly load testing documentation conducted on
1/3/18 from approximately 9:30 AM to 2:00 PM,
the following deficiencies were noted;

1) Weekly inspection documentation was not
provided for the weeks of May 1 to July 19, 2017
and September 11 and 18 of 2017.

2) Weekly inspections conducted on August 30
and September 6, 2017 did not indicate fuel level;
coolant level; battery condition; condensate trap
condition.

3) Monthly load testing documentation records
provided did not indicate the available load during
the tests.

Asked about the missing documentation, the
Environmental Services Manager stated he was
not aware of the missing documentation prior to
the date of the survey.

Actual NFPA standard:
NFPA 110

8.4 Operational Inspection and Testing.
8.4.1" EPSSs, including all appurtenant
components, shall be inspected weekly and
exercised under load at least monthly.

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

(2) Under operating temperature conditions and
at not less than 30 percent of the EPS nameplate
kW rating

K918

|
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8.4.2 3 Diesel-powered EPS installations that do
not meet the requirements of 8.4.2 shall be
exercised monthly with the available EPSS load
and shall be exercised annually with
supplemental loads at not less than 50 percent of
the EPS nameplate kW rating for 30 continuous
minutes and at not less than 75 percent of the
EPS nameplate kWrating for 1 continuous hour
for a totai test duration of not less than 1.5
continuous hours.

Gas Equipment - Qualifications and Training
CFR(s): NFPA 101

Gas Equipment - Qualifications and Training of
Personnel
Personnel concerned with the application,
maintenance and handiing of medica! gases and
cylinders are trained on the risk. Facllities
provide continuing education, including safety
guidelines and usage requirements. Equipment is
serviced only by personnel trained in the
maintenance and operation of equipment.
11.5.2.1 (NFPA 89)

This REQUIREMENT is not met as evidenced
by:

Based on record review, and intetview, the
facility failed to ensure continuing education and
staff training was provided on the risks associated
with the storage, handling and use of medical
gases and their cylinders. Failure to provide
training of safety and the risks associated with
medical gases, hinders staff response and affects
those residents utilizing supplemental oxygen.
This deficient practice potentially affected oxygen
dependent residents, staff and visitors on the
date of the survey.

K918

K 926
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Findings nclude: 1. SPECIFIC ISSUE:
During review of provided training records on Faf:ility education ca.le'ndar updated
1/3/18 from approximately 9:30 - 11:00 AM, no to include annual training of
records were provided for annual oxygen training. application, maintenance and
Interview of 5 of 5 staff members on 1/4/18 from handling of medical gases and
9:00 AM to 2:30 PM, revealed none had . : ; ; i
e ] ! . v 0 r S-
participated in any continuing education program cyllr}qers including ass:oc.:lated isk
on the risks associated with the storage, handiing Additionally, same training program
or use of medical gases. Further interview of the updated for facility orientation of
Staff Development Coordinator from new employees.
approximately 1:00 - 2:00 PM, revealed she was
not aware of any current program of continued .
education for the handling, use and storage of 2. OTHE‘R RESIDENTS'
medical gases. All residents at risk to be affected by
deficient practice.
Actual NFPA standard:
3. SYSTEMIC CHANGES:
NFPA99 Staff Devel t Coordinator
11.5.2 Gases in Cylinders and Liguefied Gases in evelopmen . © ,
Containers. educated by Executive Director on or
11.5.2.1 Qualification and Training of Personnel. before 1/5/2018 to ensure oxygen
11.5.2.1.1* Personnel concerned with the training and education of above
application and maintenance of medical gases ; i are provided
and others who handle medicai gases and the mentlon.ed regmren:lents eup "
cylinders that contain the medical gases shall be upon orientation and annually 1o
trained on the risks associated with their handling employees.
and use.
11.5.2,1.2 Health care facilities shall provide 4. MONITOR:
g;?_g;?m; of continuing education for their Executive Director and/or designee
11.5.2.1.3 Continuing education programs shall will audit facility orientation and
include periodic review of safety guidelines and annual trainings weekly x 3 then
usage requirements for medical gases and their monthly x 3 to ensure ongoing
cylinders. compliance. Additional education
will be provided as necessary.
Results of audit will be reviewed in
PI to ensure systems b.eln.g followed. 214 [ |
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