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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Ms. Gillins:

On February 27, 2018, a Facility Fire Safety and Construction survey was conducted at Syringa
Chalet Nursing Facility 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 March 21, 2018.
Failure to submit an acceptable PoC by March 21, 2018, may result in the imposition of civil
monetary penalties by April 10, 2018.

Your PoC must contain the following:

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

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

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

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

¢ Include dates when corrective action will be completed.

¢ The 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 April 3, 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 April 3,
2018. A change in the seriousness of the deficiencies on April 3, 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
April 3, 2018, includes the following:

Denial of payment for new admissions effective May 27, 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 August 27, 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 Flkins, 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 February 27, 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/Providerslacilities/Statelederal Programs/NursingFa
cilities/tabid/434/Default.aspx

Go to the middle of the page to Information Letters section and click on State and sclect 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 March 21, 2018. If your request for informal dispute
resolution is received after March 21, 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/]j
Enclosures
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
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(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (*5)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY}  PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMS}TEET ION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENGY)
E 000 Initial Comments E 000

The facility is a four story type ll (222) fire
resistive building with multiple exits to grade, that
was last renovated in 1996, The facility has an
on-site, diesel powered generator system, is fully
sprinklered and equipped with an interconnected
fire alarm that is both on-site and off-site .
monitored. The facility is located in the a
municipal fire district and is currently licensed for
29 SNF/NF beds, with a census of 28 on the date
of the survey.

The following deficiencies were cited during the
Emergency Preparedness survey conducted on
February 27, 2018. The facility was surveyed
under the Emergency Preparedness Rute
esfablished by CMS, in accordance with 42 CFR
483.73.

The Survey was conducted by:

SYAND ARDS

Sam Burbank pACILE £y
Health Facility Surveyor

Facility Fire Safety and Caonstruction

E 039| EP Testing Requirements E 039
$5=F| CFR(s): 483.73(d)(2)

(2) Testing. The [facility, except for LTC facilities,
RNHCIs and OPOs] must conduct exercises to
test the emergency plan at least annually. The
[facility, except for RNHCIs and OPOs] must do
all of the following:

*[For LTC Facilities at §483.73(d}):] (2) Testing.
The LTC facility must conduct exercises fo test
the emergency plan at least annually, including
unannounced staff drills using the emergency
procedures. The LTC facility must do all of the
following:]

LABOBATORY DIRECTOR'S OR PROV%[?ER!SUPPLIER REPRESENTATIVE'S SIGNATURE . . TITLE {X6) DATE
\fhmdug L4 - ‘ 3/32/)
N Sl OHA jeso A dmunaba ity ax/;p

.. deficiency statement ending with an asterisk (%) denote’s a deficiency which the institution may be excused from correcting providing i is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey wiether or not a plan of correction is provided. For nursing hames, 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.

FORM CMS-2567(02-99) Previous Versions Obsolete IFES21 If continuation sheet Page 1 of 3
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STATEMENT OF DEFICIENCIES (K1) PROVIDER/SUPPLIER/CLIA 2 MULTIPLE GONSTRUGTION é(a) DATE SURVEY

~“AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . BUILDING - : ; COMPLETED
[ B wwe_____—— || oworeots
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SYRINGA CHALET NURSING FACILITY 700 EAST ALICE STREET

: _BLACKFOOT, iD 83221

i . pp— T ——

X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {FACH OEFICIENCY MUST BE PRECEDED BY FULLREGULATORY | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COM;;% toN
TAG OR LSC IOENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
E 039 |Continued From page 1 E 039 . . .
i) Pnartici ate in apfug scale exercise that is What corrective action(s) will be
communilt)y based or when a community-based accomplished for those residents found
to have heen affected by the deficient

pxercise is not accessible, an individual,
facility-based. if the [facility] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
{facility] is exempt from engaging ina

practice;
There were no residents named
specifically in the citation.

community—based or individual, facility-based How you will identify other residents
full-scale exercise for 1 year following the onset having the potential to be affected by
of the actual-event. the same deficient practice and what
iy Conduct an additional exercise that may .| corrective action(s) will be taken;
nciude, but is not limited to the following: All residents have the potential to be

(A) A second full-scale exercise that is affected by this deficient practice. See the

community-hased or individual, facility-based.
(B) A tabletop exercise that includes a group
discussion led by a facilitator, using a narrated,
clinically-refevant emergency scenario, and a set

corrective measures identified below.

What measures will be put into place or

of problem staternents, directed messages, or what systemic changes you will make to
prepared questions designed to challenge an ensure that deficient practice does not
ermergency plan. recur; -

iii) Anglyze the Efacl!llty‘s] response to and State Hospital South {SHS) conducts two
maintain documentation of all drills, tabletop of more emergency exercises a year
exercises, and emergency events; and revise the Syringa Chalet Nursing Facilit (SCN;:)
facility's] emergency plan, as needed. stiff ?vill participate in a fuli-scyaie

community-based exercise planned by

*[For RNHCIs at §403.748 and OPOs at

486.360] (d)(2) Testing. The [RNHCI and OPQ] ~ Southeastern ldaho Public Health on

ust conduct exercises to test the emergency 4{11/2018. This exercise is designed as

lan. The [RNHCI and OPO} must do the a medical materials request and
ollowing: communications exercise. Additionally,
(i) Conduct a paper-based, tabletop exercise at SCNF staff will participate in a SHS table-
east annually. A tabletop exercise is a group top exercise in July where residents will

IScussion led by a facilitator, using a narrated, be evacuated naotionally from the Syringa
clinically relevant emergency scenario, and a set - )

building to an on-campus location and

of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan,

(iiy Analyze the [RNHCI's and OPO's] response
to and maintain documentation of all tabletop
Eexercises, and emergency events; and revise the

from there to an off-site facility.

By e i

Fomvf‘ CMS-2567{02-99) Previous Versions Obsolete " : [FES21 - i continuation sheet Page 2 ofa
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| sTarEMENT OF DEFICINGIES  |ix1) PROVIDER/SUPPLIER/CLIA (*2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
"""ND PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
135111 B. WING 02/27/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SYRINGA CHALET NURSING FACILITY 700 EAST ALICE STREET
BLACKFOOT, ID 83221
(44 ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION (X6)
FREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE oML ON
TAG OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO g\;:)E APPROPRIATE
DEFIC
E 039| Continued From page 2 E039| How the corrective action(s) will

[RNgl%l's and OPO's] emergency plan, as be monitored to ensure the

needed, . . , .

This REQUIREMENT s not met as evidenced deficient practice will not recur,

by: i.e., what quality assurance

Based on record review and interview, it was program will be put into place; and

determined the facility falled fo participate in two Attendance IOgS will be l(ept of

exercises which tested the amergency SCNE invol SCNT

preparedness readiness of the facility. Failure to “involvement, o

participate In full-scale, actual, or tabletop events Administrator/Designee will assist

has the potential to reduce the facility's in evaluating the exercises to

effectiveness to provide continuation of care to " determine if the response was

residents during an emergency. This deficient _ _ P

practice affected 28 residents, staff and visitors consistent with the Emergency

on the date of the survey. Operations Plan or if policy changes

Findings i . or additional staff trainings are

indings incfude: needed. Results will be reported at
On 2/2718 from 11:30 AM - 12:00 PM, review of the Quarterly QA/PI Meeting.
a provided documentation of a hospital exercise Include dates when corrective 4/3/18

conducted on the property on 11/1/2017, did not action will be completed: 4/3/18
demonsfrate it was separate, distinct and/or
included response and participation of the LTC
{Long Term Care) facility. Further review of all
after-action documentation did not demonstrate
what, if any, relevant information affected the
actions or response of LTC personnel, or if any
changes to the EP had been determined as
necessary,

Interview of the Program Specialist that helped
organize the exercise on 2/27/18 from 12.30 -
1:00 PM, revealed he was not aware the
conducted exerclse of the hospital did not meet
the requirernent.

Referenhce:
42 GFR 483.73 (d} (1)

FO™8 CMS-2567(02-99) Previous Verslons Obsolete IFES21 i cantinualion sheet Page 3 of 3
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SYRINGA CHALET NURSING FACILITY 700 EAST ALICE STREET
BLACKFOQOT, ID 83221
X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY],  PREFIX {(FACH CORRECTIVE ACTION SHOULD BE COMDP;T’?Q ION
TAG OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 000| INITIAL COMMENTS K G00

The facility is a four story type Il (222) fire
resistive building with muitiple exits to grade, that,
was last renovated in 1996. Residents are
currently being housed on the first and second
level, with controlled access for clinical need. The
ground floor is ancillary services only and the
fourth floor currently is primarlily used as auxitlary
office and storage. A complete fire sprinkler
system was installed in June of 2012, with an
interconnected fire alarm system that has both
off-site and on-site monitoring. The building is
currently licensed for 29 SNF/NF beds with a
census of 28 on the date of the survey.

The following deficiencies were cited during the
annual fireflife safety survey conducted on
February 27, 2018. 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
Health Facility Surveyor
Facility Fire Safety and Construction

K 100| General Requirements - Other K100
SS=F| CFR(s): NFPA 101

General Requirements - Other

List in the REMARKS section any LSC Section
18.1 and 19.1 General Requirements that are not
addressed by the provided K-tags, but are
deficient. This information, along with the
applicable Life Safety Code or NFPA standard
citation, should be included on Form CMS-2567.
This REQUIREMENT is not met as evidenced
by:

Based on record review, the facility failed to
I:?BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

amand) Ll ind OHA LESW A d muniotratey 32/ 18

. .. deficiency statement ending with an asterisk (*} denotés 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 90 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 following the date these documenis are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete IFES21 if continuation sheet Page 1 of 6
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FORM AFPPROVED
QOMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
“ND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILDING 02 - ENTIRE BUILDING COMPLETED
135111 B WING 02/27/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE '
SYRINGA CHALET NURSING FACILITY 700 EAST ALICE STREET
BLACKFOOT, ID 83221
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLANQF CORRECTION (X8}
PREFIX [FACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX (EACH CORRECTIVEACTION SHOULD BE CONPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE
DEFICIENCY)
; ' What corrective action(s) will be accomplished
K100} Continued FI:0m page 1 . K100 for those residents found to have heen affected
demonstrate impiementation of a water by the deficient practice;
management program for waterborne pathogens There were nc residents named specifically in the
such as Legionella, in accordance with 42 CFR citation, .
483.80. Failure to conduct a facility based risk How you will identify other residents having the
assessment or define testing protocols as part of E:’;E;‘itc‘:'a*ﬁ db;;;ff:;ﬁfe%:gZzzg“rag)e‘f;;:&b“;
the wqter mgnggement program, has the taken:
potential to_hml{ relevant. facility awareness and Alf residents have the potential to be exposed to
expose residents fo Legionella and other water Legionella and waterborne pathogens. See the |
source bacterium based on inconclusive data. corrective measures identified below.
This deficlent practice affected 29 residents; staff What measures will be put Into pface or what
and visitors on the date of the survey. systemic changes you will meke to ensure that
deficlent practice does notrecur;
A= . , A facility-based risk assessment was completed for
Findings include: waterborne pathogens such as Legionelia, Water
) . systems affecting Syringa were carefully mapped
1) During review of provided water management with areas of risk identified. With each area, the
program documentation conducted on 2/27/18 levet of risk (low, moderate, high) and the specific
from approximately 9:30 -~ 10:00 AM. revealed a type of risk (ingestion, inhalation, aspiration) were
section titled "Legionelia Risk ASSES'Sme " identified. The {esting profocals and control
n A g X a N nt. measures which are currently in place were
Further review of this sec?lon demonstrated some identified. Based on the risk assessment, testing
reasonable areas of possible control measures, protocols and control measures, the potential for
but failed to demonstrate or identify what, if any, waterborne pathogens at Syringa is monitored and
risk was present and why such an area might N kept at a minimum, if not etiminated. There have
o been no reported waterborne llinesses in at least
pose a potential risk.
2 Additi | review of ided d tai the past 10 years. See Attachments
? I.’On.a rev o prow ed documentation, How the cosrective aotion(s) will be monitored fo
did not indicate any testing PFOtOCOIS had been ensure the deficient practice will not recur, Le., what
e_stab!ished through evaiuation of a facility based quelity assurence program will ba put into place;
risk assessment. and
The Syringa facility-based risk assessment and
CFR standard: policies related to managing waterborne pathogens
42 CFR 483.80 are reviewed annuafly and wiil be revised as
’ needed if illnesses from waterborne pathogens are
B identified. Results will be reported at the Quarterly
§ 483.&?(‘) Infection con?rol. o QA/PI Maeting.
The facility must establish and maintain an 413118
infection control program designed fo provide a
safe, sanitary, and comfortable environment and
to help prevent the development and
transmission of disease and infection.
Additional reference:
Center for MedicaidMedicare Services S & C
{FES21 if continuatlon sheel Page 2 of 6
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FORM APPRGVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO, 0938-0351

CENTERS FOR MEDICARE & MEDICAID SERVICES
| STATEMENT OF DEFICIENGIES  |(X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
" D PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 02 - ENTIRE BUILDING GOMPLETED
135111 B. WING 027272018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SYRINGA CHALET NURSING FACILITY 700 EAST ALICE STREET
BLACKFQOT, ID 83221
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1p PROVIDER'S PLAN OF CORRECTION x5)
PREFIX [(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EACH GORRECTIVE ACTION SHOULD BE oMo
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)
K 100] Continued From page 2 K100
letter 17-30
) What corrective action(s} will be accom plished for
K 325] Alcohol Based Hand Rub Dispenser (ABHR) K 325 | those residents found to have been affected by the
58=F CFR(S) NFPA 101 deficient practice;
There were no residents named specifically in the
Alcohol Based Hand Rub Dispenser (ABHR) cltation.
ABHRs are protected in accordance with 8.7.3.1, How you will identify other residents having the
unless all conditions are met: potential to be affected by the same deficient practice
* Corridor is at [east 6 feet wide and what corrective action(s) will be taken;
* Maximum individual dispenser capacity is 0.32 All rt?sidents have the potential to be affected by this
gallons (0.53 gal!ons in suites) of fluid and 18 .deﬁci'ent practice. See the corrective measures
identified below,
ounces of Level 1 aerosols
* Dispansers ShaH have a minimum of 4-foot What measures will be put into place or what systemic
horizontal spacing: : changes you will make ta ensure that deficient
* Not more than an aggregate of 10 gallons of practice does not recur;
fluid or 135 ounces aerosol are used in a single The ADHR dispenser cited in the beauty salon was
. i removed on 2/28/2018.
smoke. Compal:tm?':]t OUtSEde a storage cabinet, All manal and automatic refil dispeusers in the facility
excluding .OFIB individual dispenser per room have been numbered. A refill log was developed where
* Storage in a single smoke compartment greater custodial staff can document the dispenser # and date of
than 5 gallons complies with NFPA 30 refill. The form includes manual/automatic dispenser
. Dispensers are not installed within 1 inch of an refill aud cleaning instructions. Staff sign and date each
o refill acknowledging that instructions were followed and
fgnition source the unit is dispensi
'gnt e unit is dispensing properly.
Dispensers over carpeted floors are In
sprinklered smoke compartments See Attachments
* ABHR does not exceed 95 percent alcohol
* Operation of the dispenser shall compiy with How the corrective action(s) will be monitored to
Section 18.3.2.5(11) or 19.3.2.6(11) ensure the deficient practice will not recur, ie., what
N 1oL Tl . quality assnrance program will be put into place; and
ABHR is protected against inappropriate access The reiill log will be reviewed monthly for 3 months by
18.3.2.6, 19.3.2.6, 42 CFR Parts 403, 418, 460, the Custadial Department Supervisor and the Support
482, 483, and 485 Services Director (o ensure compliance. Results will be
This REQUIREMENT is not met as evidenced reported at the Quarterty QA/PI Meeting. 3/26/18
by:
Based on record review, cbservation and
interview, the facility fajled to ensure manually
operated Alcohol Based Hand Rub Dispensers
(ABHR), were maintained in accordance with
NIFIPA 101. Failure to install, test and docurnent
operation of ABHR dispensers under
manufacturer's recommendations and in
accordance with the standard, has the potential of
increasing the risk of fires from flammable liquids.
If continuation sheet Page 3 of 6
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Printed: 03/07/2018
FORM APPROVED
OMB NO. 0938-0391

This deficient practice affected 28 residents, staff
and visitors on the date of the survey.

Findings include:

1) During review of facility maintenance and
inspection records conducted on 2/27/18 from
approximately 9:30 - 10:30 AM, no records were
available indicating procedures performed for
installed ABHR dispensers when refilling. Asked
what documentation was done during this
process, the Administrator stated the facility was
not documenting the refil process and was not
aware of the requirement to test ABHR
dispensers each time a refill was instalted.

2) During the facility tour conducted on 2/27/18
from 10:00 AM - 12:00 PM, observation of
installed ABHR dispensers revealed both
automatic and manually activated dispensers had
been installed on all four levels. Further
observation of the Beauty Salon on the lower
ancillary level, revealed an ABHR dispenser
installed directly over an outlet.

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
met:

(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:
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{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
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
outside 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 shall not be
included in the aggregated quantity addressed in
19.3.2.6(5).

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

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

(a) Above an ignition source within a 1 in. (25
mmy)} horizontal distance from each side of the
ignition 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
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mm) vertical distance from the ignition source
(9} Dispensers installed directly over carpeted
floors shall be permitted only in sprinklered
smoke compartments,

{10) The ailcohol-based hand-rub sclution shall
not exceed 95 percent alcohol 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.

(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 label instructions.

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

{f) The dispenser shall be tested in accordance
with the manufacturer ' s care and use
fnstructions each time a new refill is installed.
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