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Jeff Lines, Administrator

McCall Rehabilitation and Care Center
418 Floyde Street

McCall, ID 83638-4508

Provider #: 135082

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Lines:

On January 26, 2018, a Facility Fire Safety and Construction survey was conducted at MeCall
Rehabilitation And Care Center by the Department of Health & Welfare, Bureau of Facility
Standards to determine if your facility was in compliance with State Licensure and Federal
participation requirements for nursing homes participating in the Medicare and/or Medicaid
programs. This survey found that your facility was not in substantial compliance with Medicare
and Medicaid program participation requirements. This survey found the most serious deficiency
to be a widespread deficiency that constitutes no actual harm with potential for more than
minimal harm that is not immediate jeopardy, as documented on the enclosed CMS-2567,
whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer
each deficiency and state the date when each will be completed. Please provide ONLY ONE
completion date for each federal and state tag in column (X5) Completion Date to signify when
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you allege that each tag will be back in compliance. NOTE: The alleged compliance date must
be after the "Date Survey Completed" (located in field X3) and on or before the "Opportunity to
Correct" (listed on page 2). After each deficiency has been answered and dated, the administrator
should sign the Statement of Deficiencies and Plan of Correction, 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 February 20, 2018.
Failure to submit an acceptable PoC by February 20, 2018, may result in the imposition of civil
monetary penalties by March 11, 2018.

Your PoC must contain the following:

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

» How you will identify other residents having the potential to be affected by the same deficient
practice and what corrective action(s) will be taken;

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

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

¢ Include dates when corrective action will be completed.

¢ 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 2, 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 2,
2018. A change in the seriousness of the deficiencies on March 2, 2018, may result in a change
in the remedy.
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The remedy, which will be recommended if substantial compliance has not been achieved by
March 2, 2018, includes the following:

Denial of payment for new admissions effective April 26, 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 26, 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 26, 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/Provzders/ProwdersFa0111t1es/StateFederalPr0grams/N ursingFa
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 February 20, 2018. If your request for informal dispute
resolution is received after February 20, 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 swrvey. If you have any questions, please
contact us at (208) 334-6626, option 3.

Sincerely,
Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/]j
Enclosures
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_ E 000 initial Comments \ . E000]

i Uniess otherwise indicated, the general uge of ;
 the ferms "facility” or "faciliies” refars to all : :

| provider and suppliers atfectad by this regutation, |

* This ia a generic moniker used in lieu of the
spacific provider or supplier noted in the
reguiations.

- The facility is a single story, type V (111) wood
: frame buliding that was buiit in 1985, The original ;
! building was flat roof construction which has bean i
i huilt over with & peaked roof aystem. The facility : :

1is fully spnnklered to include the atiic space. The . ;
j facility is equipped with an automatic fire alarm
: system which protects carridors &nd open Spaces
- and was upgraded in 2015. The faciliity is : !
. currently ficensed for 65 SNF/NF beds and had a |
; cansus of 26 on the dates of tha survey.

. i The following deficiencies were cited during the
! Emergency Preparedness Survey conducted on
* January 25 and 26, 2018, The facility was

: surveyed under the Emergency Preparedness ¢ '

{ Rule established by CMS, in accordance with 42

' GFR 483.73.

. The survey was conducted by:

i

| Linda Chaney . : :
| Health Facility Surveyor -
: Fagility Fire Bafety and Construction

E 001 ; Establishment of the Emergency Program (EF)

‘5001‘ Flan of correction does not constitute an| | 03/09/18
ss=r ; CFR(s): 483.73 an of Lor

admls:on the the deficineies afleged did :n

| The ffaciity, axcept for Transplant Center] must s ! fact exist. This plan of correction is fi led |
k

; comply with all applicable Federal, State and focal | ; &9 evidence of McCall REh?!b and Care | t
| emergency preparedness requirements. The  Genter desire to comply with requirements
| facility] must establish and maintain a . | of participation and to continye to prowcfe:;
comprehenswe emergency preparedness S qgamy resident care.

1
1
¥
H

LABORA‘TGRY D GWRDWDER)SUPPUER REPRESENTATIVE'S SISNATURE T‘S.E '(Kfs} LATE

}( @ tateyﬂ ending with an, asterlsk (*) denotes a deficiency which the instilitien may ba excused from carrecling providing it is determined that
olher af rds predide suffivlent prateciion to the patients. (See Ins{ructlons.) Exgept for nursing hemes, the findings statod above are diselozebla 90 days
fallowing tha data of survey whether of not @ plan of corettion is proviged. For nursing homes, the above ﬂndmgs and plans of curfecuon ere discipsable 14
anys following the data these documents am made avaiable to ihe facliily, If deficienciys are clted, an approved plan of eoirection is requisite to continued
program pasticipation.

FORM CMWS.2657{02.58) Frevioua Varsions Obzoidle Event ID' wum Famllty {D: MDS(‘mﬁéO i canlmuauon Ehee\ Page 1 nf 4
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XHmo | SUMMARY STATEMENT OF DEFICIENCIES ID ; PROVIDER'S PLAN OF CORRECTION : {¥5)
PREFIX | (FACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAGH CORRECTIVE ACTION SHOULD BE © COMPLETION
TAG | REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
i DEFICIENCY})
t i 1
E 000 ' Initial Comments E 000
¢ Unless otherwise indicated, the general use of RECEIVED

- the terms "facility” or "facilities” refers to all :
| provider and suppliers affected by this regulation, !

' This is a generic moniker used in fieu of the | FEB 21 2018
specific provider or supplier noted in the : ; )
regulations. ! FACILITY STANDARDS

: The facility is a single story, type V (111) wood
frame building that was built in 1965. The original -
building was flat roof construction which has been
built over with a peaked roof system. The facility

is fully sprinklered to include the attic space. The

. facility is equipped with an automatic fire alarm

: system which protects corridors and open spaces
. and was upgraded in 2015, The facility is l
. currently licensed for 65 SNF/NF beds and had a
- census of 26 on the dates of the survey. ’

- The following deficiencies were cited during the

i Emergency Preparedness Survey conducted on

- danuary 25 and 26, 2018. The facility was

- surveyed under the Emergency Preparedness
Rule established by CMS, in accordance with 42

i CFR 483.73.

: The survey was conducted by:

Linda Chaney

Health Facility Surveyor

| Facility Fire Safety and Construction , 5 .

E 001/ Establishment of the Emergency Program (EP) E 001 Pian of correction does not constitute an: 03/09/18
S8=F; CFR(s). 483.73 : . admision the the deficineies alleged did in

. fact exist. This plan of correction is filed

i as evidence of McCall Rehab and Care |

| The [facility, except for Transplant Center] must

comply with all applicable Federal, State and local . : . .
‘ ; : “C desire to comply with requirements
~emergency preparedness requirements. The | ofenet:?tricieatzgn and topgontinue ?0 provide
[facility] must establish and maintain a - ofparucip

- comprehensive emergency preparedness ‘ . Quality resident care.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB} DATE

Any deficlency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from carrecting providing it is determined that
other safeguards provide sufiicient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available fo the facility. if deficiencies are ciled, an approved plan of correction is requisite to continued
program participation.

/

FORM CM35-2567{02-99) Pravioys Versions Obsolete
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410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (x5)
PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX ' (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING (NFORMATION) TAG |  CROSS-REFERENCED TO THE APPROPRIATE OATE
; : DEFICIENCY}
E 001 Continued From page 1 : E 001

: program that meets the requirements of this

: section.* The emergency preparedness program
t must include, but not be limited to, the following

. elements:

: *[For hospitals at §482.15:] The hospital must

: comply with all applicable Federal, State, and

' local emergency preparedness requirements. The.

! hospital must develop and maintain a |
comprehensive emergency preparedness
program that meets the requirements of this
section, utilizing an all-hazards approach.

i *[For CAHs at §485.625:1 The CAH must comply
' with all applicable Federal, State, and iocal
emergency preparedness requirements. The
: CAH must develop and maintain a
‘ comprehensive emergency preparedness
- program, utilizing an all-hazards approach.
This REQUIREMENT is not met as evidenced
- by:
. Based on record review and interview, the facility
| failed to establish and maintain a current,
: comprehensive Emergency Preparedness
- pregram which includes policies and procedures
: in accordance with 42 CFR 483.73. Failure fo
. meet this standard has the potential to hinder
| facility response during an emergency which
' requires coordination and cooperation with local
' resources available. This deficient practice
. affected 26 residents, staff and visitors on the
" date of the survey,

. Findings inciude:

: On January 25, 2018, from 12:00 PM to 5:30 PM, '
review of the provided emergency plan, policies

- and procedures, revealed the facility had not
developed a current policy or emergency plan

FORM CMS-2567(02-99) Previous Versions Obsolete Event 10100824 Facility iD: MDS001590 If continuation sheet Page 2 of 4
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! that complied with all applicable Federal, State

. and Local Emergency Preparedness

‘ requirements, When asked, the Administrator and !
. Maintenance Supervisor revealed the facility was
- currently working on the missing requirements :
; and would be completing the policies and

, procedures soon.

a. Refer to £ 0074 as it relates to the facility use
of volunteers

CFR reference:

42 CFR 483.73
Policies/Procedures-Volunteers and Staffing
CFR({s): 483.73(b}(6)

E 024
SS=F .

: [{b} Policies and procedures. The [facilities] must
" develop and implement emergency preparedness
; policies and procedures, based on the emergency
plan set forth in paragraph (a} of this section, risk |
i assessment at paragraph (a)(1) of this section,
i and the communication plan at paragraph {(c) of

: this section. The policies and procedures must be ;
, reviewed and updated at least annually. At a :
i minimum, the policies and procedures must

' address the following:]

{8) [or (4), (5), or {7) as noted above] The use of
: volunteers in an emergency or other emergency
- staffing strategies, including the process and role
- for integration of State and Federally designated
. health care professionals to address surge needs
during an emergency. :

. *[For RNHCIs at §403.748(h):] Policies and
| procedures. (8) The use of volunteers in an
; emergency and other emergency staffing

; strategies to address surge needs during an

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
135082 B. WING 01/26/12018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
418 FLOYDE STREET
MCCALL REHABILITATION AND CARE CENTER
MC CALL, ID 83638
x40 | SUMIMARY STATEMENT GF DEFICIENCIES D PROVIDER'S PLAN OF GORREGT:ON (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)
E 001 Continued From page 2 £ o

E 024 The facility does ensure that all aspects | 03/09/18
of the emergency prepardness plan are .
in place and in accordance with Federal,
State, and local laws. :

-On 01/30/2018 the emergency prepard-

. ness manual was updated to include E

- 024 Policies/Procedures -Volunteers and

" Staffing :
-On 02/23/2018 an all staff inservice was
conduncted informing employees of the
added policy and procedures pertaining fo

. E 024 Volunteers and Staffing.

FORM CMS-2567(02-99} Previous Versions Obsolete Event ID: 100821

Faciiity {D: MDS001590 If continuation sheet Page 3 of 4
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; DEFICIENCY) ;
7 ; }-
E 024 Continued From page 3 . E024
| emergency. :
I This REQUIREMENT s not met as evidenced
by

; Based on record review and interview, it was

' determined the facility failed to develop,

. document and maintain current emergency

. policies, procedures and operationai plans for the

. use of volunteers to address surge needs during
an emergency. Lack of current plans and policies |
for the use of volunteers has the potential to ‘

_hinder the facility's abifity to care for residents and

i provide cantinuation of care during a disaster,

! This deficient practice could potentially affect 26

. residents, staff and visitors on the date of the
: !-‘-Ilr\fey_

Findings include:

On January 25 from 12:00 PM to 530 PM, review |
of provided policies, procedures and emergency |
preparedness records failed to demonstrate a

. current plan, which addressed the use of

. volunteers, or integration of State and Federally

i designated health care professionals to address
surge needs during an emergency.

interview of the Administrator and Maintenance
' Supervisor revealed the facility was currently
! working with county officials and other health care !
- faciiities to create an updated list of available
: medical professionals in the local area that would
“ be available in the event the facility had surge
. heeds. Their plan is to update the policies and
- procedures when this information on volunteers
‘ becomes avaitable.

. Reference:;
142 CFR 483.73 (b) (8)

FORM CMS-2567(02-99) Previous Verslons Obsolete Event [D: 10L821 Facitity 1D: MDSDD1590 If continuation sheet Page 4 of 4
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(X4)ID SUMMARY STATEMENT DR DEFICIENCIES i ID PROVIER'S FLAN QOF CORREGTION X5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL 1 PREFR{ (EACH GURRECTIVE ACTION SHOULD BE GOMPLETION
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|
K 000 ¢ INITIAL COMMENTS

K 000

. 'The facillty is a single story, type V (111} wood |
; framne building that was built in 1965, Tha original ;
building was fiat roof conslruction which has been
buift sver with a peaked roof system. The facility

is fully sprinklered to include the attic space. The

facility is equipped with an automatic fire starm ¢
system which protects carridors and open spaces |
and was upgtaded in 2015, The facillty is !
; currently licensed for 66 SNFINF beds and had a

cansus of 26 on the datas of the survey.

The following deficienclies were cited during the
antwal fireflife safety survey conducted on !
January 26 through January 28, 2018. The facility j
was surveyed under the LIFE SAFETY CODE, |
2012 Edition, Chapter 19, Existing Healthcarg H
Occupancies, in accordance with 42 CFR 483,70, |
42 CFR 483.80 and 42 CFR 483.65. ;

The survey was conducted by:

tinda Chanay
Health Facility Surveyor ;
Facility Fire Safety and Construstion |
K 911 i Electrical Systems - Other K 91t
gs=F | CFR(s); NFPA 101

! Electrical Systems - Other '
: List in the REMARKS section any NFPA 99

! Chapter 8 Elactrical Systems requirements that
. are not addressed by the provided K-Tags, but
¢ gre deficient. This infermation, alang with the

| applicable Life Bafely Code or NFPA standard
! gitation, shauld be ineluded on Form CMS-2587, -
i Chapter 8 (NFPA 99) '

, This REQUIREMENT s not met &s evidenced

3
1
H

i by :
MBDWTQR'S OR PROVIDER/SUUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {Me) QATE
A ,Z%— e - 2-20-(¥

Anh?@ﬁ%ﬂﬁ temen angiriy with an astensk () denptes a deficiency which the institution may be axgusad fram cotracting praviding i s determined that
othér safhguards provide gfliclent protection to the patianis, (Sea Inatructions.,) Bxegpl for nursing homes, the findings slated abave are diselosable 90 days
following the date of survéy whether or not a plan of corfaction is provided. For nursing homes, the gbove findings and ptans of correction are disciosable 14
days following the dala these documents are made availabie to the faciity, If dafigiencles are cited, an approved ptan of comaction is requisite (o continued
pragram parlicipation,
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system which protects corridors and apen spaces |
and was upgraded in 2015. The facility is
; currently licensed for 65 SNF/NF beds and had a
census of 26 on the dates of the survey.

(X4 D SUMMARY STATEMENT OF DEFICIENCIES j D | PROVIDER'S PLAN OF CORRECTION : (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX . (EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iINFORMATION} TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
; | ; DEFICIENCY) ;
[ l [ :
K000 INITIAL COMMENTS . Kooo!
| |
- The facility is a single story, type V (111) wood | | ;
: frame building that was built in 1965. The original ! RECEIVED ;
building was flat roof construction which has been i
buiit over with a peaked roof system. The facility IR
is fully sprinklered to include the attic space. The ; FEB 21 201
facility is equipped with an automatic fire alarm ¢ FACILITY STANDARDS |

The following deficiencies were cited during the
annual fireflife safety survey conducted on
January 25 through January 26, 2018. The facility
was surveyed under the LIFE SAFETY CODE,
2012 Edition, Chapter 19, Existing Healthcare
Occupancies, in accordance with 42 CFR 483.70, ¢
42 CFR 483.80 and 42 CFR 483.65. ;

!

The survey was conducted by; .

| Linda Chaney

¢ Health Facility Surveyor

; Facility Fire Safety and Construction : ;
K 911 ; Electrical Systems - Other K 911 ;
s8=F | CFR(s): NFPA 101

| Electrical Systems - Other

- List in the REMARKS section any NFPA 99
Chapter 6 Electrical Systems requirements that
are not addressed by the provided K-Tags, but

; are deficient. This information, along with the

applicable Life Safety Code or NFPA standard

. citation, shaould be included on Form CMS-2567.

| Chapter 6 (NFPA 99)

. This REQUIREMENT s not met as evidenced

| by: |

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TiTLE {X6) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing hoemes, 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 is requisite to continued
program participation.
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|

TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
i

K 9111 Continued From page 1

Based on observation and interview, the facility
faiied to ensure the Essential Electrical System
| (EES) generator was equipped with a remote
. manuat stop switch. Failure to provide a remote
{ stop switch prohibits the shutdown of the
. generator when the room is filled with fire or
i smoke.
* This deficient practice affected 26 residents, staff |
“and visitors on the date of the survey. |

. Findings include:

During the facility tour conducted on January 26,
2017 from approximately 8:00 AM to 9:00 AM,
ohservation revealed the facility did not provide a
remote manual stop switch for the EES generator
! located outside the room housing the prime

. mover. When asked, both the Maintenance

! Assistant and the Administrator stated the facility
was not equipped with a remote stop switch, nor
were they aware of the requirement.

Actual NFPA standard:

| NFPA 110

5.6.5.6" All installations shall have a remote
: manual stop station of a type to prevent :
; inadvertent or unintentional operation located :
outside the room housing the prime mover, where |
| so installed, or elsewhere on the premises where
! the prime mover is located outside the building. |
' 5.6.5.6.1 The remote manual stop station shall be |
| labeled.

|
. NFPA g9
i 6.4.1.1.16.2 Safety indications and shutdowns :
! shall be in accordance with Table 6.4,1.1.16.2, |
! (SEE TABLE) f

K911 The facility does ensure that the emerg- -

- ency generator is functioning properly,
. and that the EES generator is properly

| equiped.

EES generator.

. 03/05/2018.

| -On 02/12/2018 Facility maintenance
director called Neil Thompson licenced -
electrician to schedule maintenance on

-Scheduled maintenance is planned for
. -Electrictan will install an annunciator

and emergency stop swith outside the
generator room and it will be labled.

FORM CMS-2567{02-99) Previous Versions Obsolete Event |D: 10L821
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Alarm Annunciator

Aremote annunciator that is storage battery
powered is provided to operate outside of the
i generating room in a location readily observed by
; operating personnet. The annunciator is |
i hard-wired to Indicate atarm conditions of the |
emergency power source. A centralized computer |
system (e.g., building information system) is not
to be substituted for the alarm annunciator.
6.4.1.1.17,6.4.1.1.17.56 {(NFPA 99)

This REQUIREMENT is not met as evidenced
by:

Based on observation and inferview, the facility
failed to ensure the EES {Essential Electrical
System) was installed in accordance with NFPA
99, Faiture to provide an alarm annunciator for
the EES could hinder early notification of
equipment failures, leaving the facility without
i emergency power during an outage. This
: deficient practice affected 26 residents, staff and
visitors on the date of the survey.

Findings include:

' During the facility tour conducted on January 26,
. 2018, from approximately 8:00 AM to 2:00 AM,

. observation of the work stations throughout the

. facility, did not reveal an alarm annunciator for

| the EES. When asked, the Maintenance
Supervisor stated that he was not aware of an

. alarm panei, or other device which would indicate !
. the facility was under auxiliary power (generator)
. during a power outage. :

Actual NFPA standard:

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: A BUILDING 01 - ENTIRE BUILDING GOMPLETED
135082 B. WING 01/26/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
418 FLOYDE STREET
MCCALL REHABILITATION AND CARE CENTER
MC CALL, ID 83638
{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID | PROVIDER'S PLAN OF CORRECTION ; {%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
; ! DEFICIENCY)
|
K 916 | Electrical Systems - Essential Electric Syste K916
gs=F CFR(s): NFPA 101 ‘
Electrical Systems - Essential Electric System
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| NFPA 99 i

' Chapter 6 Electrical Systems

! 6-4 Essential Electricat System Requirements -

Type 1.

:6.4.1.1.17 Alarm Annunciator. A remote !

_annunciator that is storage battery powered shalt |

{ be provided to operate outside of the generating |
{ room in a location readily observed by operating

l personnel at a regular work station (see 700.12 of
 NFPA 70, National Electrical Code). The
annunCIator shall be hard-wired to indicate alarm

| . conditions of the emergency or auxiliary power

. source as follows:

i {1) Individua! visual signals shall indicate the

| following:

; {a} When the emergency or auxiliary power |

! source is operating to supply power to load |

f {b} When the battery charger is
malfunctioning

(2) Individual visual signals plus a common |

* audible signal to warn of an engine generator

" atarm condition shall indicate the following:

{a) Low lubricating oil pressure

{b) Low water temperature {below that
required in 6.4.1.1.11)

i {c) Excessive water temperature :

© (d) Low fuel when the main fuel storage tank |

! contains less than a 4-hour operating  supply |

i {e) Overcrank (failed to start)

{f} Overspeed
Electrical Systems - Essential Electric Syste i
CFR(s): NFPA 101 :

K 918
SS=F |

. Efectrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source
and associated equipment is capable of suppEy:ng |
service within 10 seconds. If the 10-second .

|

K918

i

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - ENTIRE BUILDING COMPLETED
135082 B. WING 01/26/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE, ZIP CODE
418 FLOYDE STREET
MCCALL REHABILITATION AND CARE CENTER
MC CALL, ID 83638
(X4) ID ! SUMMARY STATEMENT OF DEFICIENCIES “\ 10 v PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETON
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
i DEFICIENCY)
K 916 | Continued From page 3 L K916,

The facility does ensure that the EES |
| generator is tested in accordance with
NFPA 101 Guidiines.

-On 02/19/2018 Facility maintenance .
director was inservices on how to correctiy
document testing of the EES generator. |
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION [DENTEFICATION NUMBER:

135082

{X2) MULTIPLE CONSTRUGCTION {X3) DATE SURVEY
A. BUILDING 01 - ENTIRE BUILDING COMPLETED

B. WING

01/26/2018

NAME OF PROVIDER OR SUPPLIER

MCCALL REHABILITATION AND CARE CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
418 FLOYDE STREET
MC CALL, 1D 83538

{%4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFiIX
TAG

PROVIDER'S PLAN OF CORRECTION i %5}
{EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE ' DATE
DEFICIENCY) :

K918 |

|
!

; process shall be provided fo annually confirm this

Continued From page 4
criterion is not met during the monthly test, a

capability for the life safety and critical branches.
Maintenance and testing of the generator and

- transfer switches are performed in accordance |
| with NFPA 110. {

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40

: day intervals, and exercised once every 36

. months for 4 continuous hours, Scheduled test

. under joad conditions include a complete
simulated cold start and avtomatic or manual

transfer of all EES ioads, and are conducted by
competent personnel. Maintenance and testing of |

: stored energy power sources {Type 3 EES) are ln
. accordance with NFPA 111, Main and feeder

: circuit breakers are inspected annually, and a

: program for periodically exercising the

companents is established according o
manufaciurer requirements. Written records of
maintenance and testing are maintained and

' readily available. EES electrical panels and

- circuits are marked, readily identifiable, and

: separate from normal power circuits. Minimizing |
i the pOSSIblllty of damage of the emergency power |

source is a design consideration for new

! instaliations.
16.4.4,6.54, 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 facmty

| failed to ensure the generator for the EES i
! (Essential Electrical System) was maintained in

accordance with NFPA 110, Failure to inspect and
test EES generators could result in a lack of

. system reliability during a power loss. This
| deficient practice affected 26 residents, staff and
| visitors on the date of the survey.

K 918, On 02/18/2018 Facility Maintenance

 director was inserviced on proper load
{ testing times for the EES generator.
£-On 02/12/2018 Facility maintenance
- director scheduled a EES generator load
 test to be done on 03/07/2018 by Rocky
l Mountain Cummins.
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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NAME OF PROVIDER OR SUPPLIER

MCCALL REHABILITATION AND CARE CENTER

418 FLOYDE STREET

STREET ADDRESS, CITY, STATE, ZIP CODE

MC CALL, ID 83638

: Findings include:

load test.

' NFPA 110

1.) During review of the facility generator
inspection and testing records on January 25,
2018, from approximatefy 10:00 AM to 12:00 PM,
i the facility failed to provide the following weekly
generator inspection logs:

a.) Between 1/8/17 - 1/14117

b.} Between 5/28/17 - 6/3/17

i ¢.) Between 8/20/17 - 8/26/17

2.y During review of the facility generator
- ingpection and testing records on January 25,
2018, from approximately 10:00 AM to 12:00 PM,
the facility failed to provide a three year, four hour

| Actual NFPA standard:

: 8.4 Operational Inspection and Testing.
8.4.1* EPSSs, including ali appurtenant
{ components, shall be inspected weekly and
j exercised under load at least monthiy.
£ 8.4.9* Level 1 EPSS shalt be tested af least once
{ within every 36 months.

. When asked, the Maintenance Supervisor stated |
! that the facility was unaware of the missing !
inspections and load test requirement.

KD | SUMMARY STATEMENT OF DEFIGIENCIES D : PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION $HOULD BE * COMPLET!ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG : CROSS-REFERENCED TO THE APPROPRIATE : DATE
| DEFICIENCY)
‘, |
K 818 | Continued From page & L K91’

i
|

i
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NAME OF PROVIDER OR SUPPLIER STRELT ADDRESS, CITY, STATE, ZiP CODE
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MCGALL REHABILITATION AND CARE CENTE MC GALL, 1D 83838
D | BUMMARY STATEMENT OF DEFIGIENCIES foom | PROVIDER'S RLAN OF CORREGTION ' e
PREFIX | (EACH DEFICIENGY MUST BE FRECEDED BY FLILL ! PREFIX ! (BACH CORRECTIVE ACTION SHOULD BE . GOMPLETE
Tan REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG |  CROSS-REFERENCED TO THE APPROPRIATE  DAIE
i i ! DEFIGIENGY)
C 000; INITIAL COMMENTS G 000

; The facility is a single story, type V (111) wood
! frame building that was built in 1965, The originat
I building was flat roof construction which has been
| built over with & paaked roof system. The facility
| Is fully spranklered to Include the attic space. The
. facility is equipped with an automatic fire alarm
| system which protects corridors and open spaces
i and was upgraded in 2015, The facllity is
: ; currently licensed far 65 SNF/NF beds and had a
1 eansus of 26 on the dates of the survey. :
! The foilowing deficiencies were cited during the
‘ annual fireflife safaty survey conductad on
i January 25 - 26, 2018, The facility was surveyed
! under the LIFE SAFETY CQDE 2012 Edition,
, Existing Health Gare Oucupangy, in accordance
- with 42 CFR 483,70 and |DAPA 16,03.02 Rules
! and Minirmum Standards for Skilled Nursing and
i Intermediate Care Faeilities.

Rlan of corraction doas not constitute an ; 03/09/418

i . admision the the deficineies alleged did in
5 The survey was conducted by: fact exist. This plan of corection is filed |
: Linda Ghaney as evidence of McCall Rehab and Care
" Health Facility Surveyor Center desire 1o comply with requiraments
i Facifily Fire Safety and Construction of participation and to continue to prowde
' guality resident care,

C 260 02.108,07,h Weekly Cleaning of Range ¢ 260 The facility will ensure that hood and

Hoods/Filters filters are cleaned andfor maintalned

- on a weekly basis,
{h,  All range hoods and filters -0On 02/20/2018 Kitchen manager was
: shall be eleaned at ieast weekly. inserviced on hood maintenance and
. This Rule Is not met as evidensed by: cleaning :
: Based on ohsarvation andg interview, the faciiity -On 02/20/2018 Kitchan mansger was

¢ faifed ta maintain the kilchan hood and filter
1 systems. Failure to majntain kifehen hood snd
! filter systemns could result in build up of grease
. and athar combustible materials that can create a i
" fire event, This daficient practice affected the ‘
. kitchen staff on the date of the survey, ;

given paparwork for documenting hood |
cieaning and maintenance. :

Burean af Facttlty Standaids

¥OVIDER/SUPPLIER REFRESENTATIVES GIGNATURE TITLE (X8 DATE

£D 2-20-14
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c 260; Continued From page 1 C 260

Findings include:

| During the facility tour on January 26, 2018, from

. approximately 8:00 AM to 9:00 AM, observation

- of the hood and filters in the kitchen revealed they
' were dirty and appeared to have a greasy build

i up. When asked, kitchen staff stated the hood

! and filters were only cleaned semi-annually by the
: outside contractor and stated they do not clean

* the fiiters.
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