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RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Ms. Zimmerman;

On March 22, 2018, a Facility Fire Safety and Construction survey was conducted at Aspen
Park 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 musing 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 1s 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 April 12, 2018. Failure
to submit an acceptable PoC by April 12, 2018, may result in the imposition of civil monetary
penalties by May 2, 2018.

Your PoC must contain the following:

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

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

» 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.

e 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 m 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 26, 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 26,
2018. A change in the seriousness of the deficiencies on April 26, 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 26, 2018, includes the following:

Denial of payment for new admissions effective June 22, 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 terininated on September 22, 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 March 22, 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/Statel: ederalPrograms/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:

BI'S Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by April 12, 2018. If your request for informal dispute resolution
is received after April 12, 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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The facliity fs & singte-story Type V (111} bullding,
with two partial basements. The facility is fully
sprinklered, vith smoke detactors in corridors and
open epacas. i was built in 1965, is cuirently
licansed for 70 SNFINF beds, and had s censys
of 48 on (he dates of the survey.

Tha foliowing deficlenclss wete cited at tha above
faciltty during the anyiual tireffity aafety codo
aurvey conducted on Mareh 21 - 22, 2018, The
farility was eurveyed Under the LIFE SAFETY
CQODE, 2012 Edition, Chapter 19, Existing
Healthears Oceupancles, In accordance with 42
CFR 483,70, 42 CFR 483.80 and 42 CFR 483.€4.

The survay wag sonducted by:

! Linde Chaney
Health Facility Surveyor P
Facility Fire Safely & Construction s
K 324 | Cooking Facliiies K 324
58=D | CFR{s): NFPA 101

Cooking Faclites X 324
Cooking eguipment Is protacted in ecgordance
with NFPA 08, Standard for Venlilption Contral-
and Fire Protection af Commareial Cooking
Operations, unleas:

1. SPECIRIC ISSUE: .
Fasility Juiled to ensure coaking equipment was

* residential caoking squipment (i.e., small protected in accordance with NFPA 96,
oppllances such as microwaves, hot platas, 7. OTHER RESIDENTS:
loasters) are used for fogd warming of limited All s1aff and visitors in the kitchen

coaking in accordance with 18,3,2,5.2, 19.3.2.5.2 , ,
* caoking facilities upes to the caridor In smake were potentially sffected by deficient

gompartmants with 30 ar fewsr patients comply practice,
with tha sanditions under 183,253, 10.3,2.6.3, l

oF
* cooking facliilles in gmoke compatimants with l

L=

mmmzfosv :?mﬂ‘ ROVIDERSURRLIER REPRESENTATIVE'S BIONATURE

=

Mg Ay B 20 s
Aoy deficlendy satment@nding With an aatarsk {7) denotes a deficlenay whitkthe Talfelion-y be excusad from toerceting providing 1 is determinod that
other pafequards provide kufildenybealection Lo the paffents. (Ses instasetians,) Except for nutalng homes, the findings etated dhave are discloeable 20 duys
following the date of suivaywhalher or a0t & tlan of powrection ly provided, Far nursing homaes, the above findings and plans of coroction are disclosable 14
gays Fallawing thz dale these docymenls am madg available ta the facility. f defigincles are cited, an appreted plan of cufnaction |8 reaulshe to continuad
pragram partlcipation.
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18.8.2,6.4, 19.3.2.5.4.

Cooking facilities protected according to NFPA 96
per 9.2.3 are not required 1o be enclosad as
hazardous areas, but shall not be open to the
corridor.

18.3.2.5.1 through 18.3.2,5.4, 19.3.2,5.1 through
18.3.2.6.5,0.2.3, TIA12-2

'ti)'his REQUIREMENT is not met as evidenced
y:

Based on observation and interview, the facility
failed to maintain the kitchen hood systerm,
specifically, grease filters, in accordance with
NFPA S6. Failure to maintain grease filters could
increase the risk of fires due to excessive
build-up of grease laden vapors. This deficient
practice affected staff and visitors in the kitchen
on the dates of the survey.

Findings inciude:

During the facility tour on March 22, 2018, from
approximately 1:30 PM to 3:30 PM, inspection of
the hood system revealed one bafflg filter was
broken, allowing grease laden vapors to enter the
duct system unfittered. When asked, the
Maintenance Supervisor stated the facility was
unaware the grease filter was broken.

Actual NFPA standard,

NFPA 96

4.1 General,

| 4.1.1 Cooking equipment used in processes

STATEMENT QF DEF(CIENCIES (X1) PROVIDER/SUPPLIERICLIA (%X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AN :
D) PLAN OF CORREGTION IDENTIFICATION NUMBER: A, BUILDING 01 - ENTIRE BUILDING GOMPLETED
135093 B. WING 0372212018
NAME OF PROVIDER QR SUFPFLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
ASPEN PARK OF CASCADIA 420 ROWE STREET
MOSCOW, 1D 83843
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN CF CORREGTION {x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOLILD BE COMPLETION
TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE RATE
DEFIGIENCY)
K 324 | Continued From page 1 K 324
30 or fewer patients comply with conditions under 3. SYSTEMIC CHANGES:

5. Date of Compliance;

All baffle filters in the kitchen hood
system were inspected and the
broken baffle filter was replaced on
or before #12/18.

The facility will maintain the
kitchen hood system, specifically
grease filters, in accordance with
NEPA 96.

Dietary and Maintenance staff
educated by Executive Director or
designee on or before 4/12/18 to
ensure monthly inspections of
kitchen hood system are within
NFPA 96 guidelines.

MONITOR:

Executive Director or designee will
audit kitchen hood inspections
monthly for 3 months.

Executive Director or designee will
ensure monthly inspection and
maintenance is completed.

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

4/26/18

|
|

FORM CMS-2567(02-06) Previous Varsitns Obaglete

Evant ID: 20NK214
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SYATEMENT OF DEFICIENCIES . (1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

135093

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING 01 - ENTIRE BUILDING COMPLETED

B. WING 03/2272018

NAME OF PROVIDER OR SUPPLIER

ASPEN PARK OF CASGADIA

STREET ADDRESS, GITY, STATE, ZIP CODE
420 ROWE STREET
MOSCOW, D 83843

(X4) 1D
FREFIX
TAG

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

iD PROVIDER'S PLAN OF CORRECTION {X5)

PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE + BATE

DEFICIENCY)

K324

K 853
53=F

! shall be maintained In accordance with the
I requiremnents of this standard during alf petiods of

i (5) Fire-extinguishing equipment

Continued From page 2

producing smoke or grease-laden vapors shall be
aquipped with an exhaust systern that complies
with all the equipment and performance
requirements of this standard,

4.1,2 All such equipment and its performance

pperation of the cooking equipment.

4.1.3 The following equipment shall be keptin
working conditian:

{1) Cooking equipment

(2) Hoods

(3) Ducts (if applicable)

(4) Fans

(6) Special effluent or energy control equipment
4.1,3.1 Maintenance and repairs shall be
performed on all components at intervals
necassary to maintain good working condition,
6.2.3 Grease Filters.

8.2.3.2 Grease filters shall be of rigid construction
that will not distort or crush under normal
operation, handling, and cleaning conditions.
Sprinkler System - Maintenance and Testing
CFR{s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspéction,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
malintalned in a secure location and readily
available,

a} Date sprinkler system last checked

b) Who provided system test

K 324

K 353

K 333

1. SPECIFIC ISSUE:
Facility failed to ensure fire suppression system
sprinkler pendants was maintained in accordance
with NFPA 25.

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

| | |

FORM CMS-2557(02-89) Previous Varsions Cbsolete Event [D: 2QNK21
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[ c) Water system supply source

3. SYSTEMIC CHANGES:

Provide in REMARKS information on coverage far All sprinkler pendants were visually
any non-required or partial avtornatic sprinkler inspected and those needing

system.

9??.5, 9.7.7, 9.7.8, and NFPA 25 replacement were rpplaced on or
This REQUIREMENT is not met as avidenced before 2/26/18 by licensed

by. contractor,

Based on observation and interview, the facllity
failed to ensure fire suppression system pendants
were maintained free of obstructions such as

Fire suppression system pendants are
maintained free of obstructions such

paint or corrosion. Failure to maintain fire as paint or corrosion in accordance
sprinkler pendants free of obstructions could with NFPA 25.
hinder system performance during a fire event. Maintenance Staff educated by

This deficient practice affected 48 residents, staff

. 1 1 D 1 D
and visitors on the dates of the survey. Executive Director or designee on or

before 4/26/18 to ensure future
Findings include: annual inspections of sprinkler heads

are within NFPA. 23 guidelines.
During the facility tour on March 22, 2018, from

approximately 1:30 PM to 3:30 PM, obsarvation

of sprinkier pendants throughout the facility 4 MDNI,TDR . . .
revealed many sprinkler heads had been painted Executive Director or designee will
with non-factory applied paint and/or ovarspray. audit sprinkler head ingpections
There were also several corroded sprinkler heads monthly for 3 months,

throughout the facllity. Below is a sampling of

: Executive Director or designee will
areas where obstructed sprinkler heads were ¢ b 5

identified: ensure annual inspection and

1.} Corroded sprinkier heads were found in the maintenance is completed. ‘ ‘
300 hall shower room, behind the dryers in the Results of audit will be reviewed in
laundry room, in the 300 hall siorage roem {once QAPI to ensure systems being

a shower room, in the corridor outgide of room

304 and in the 100 hali shower room, followed. Plan to be updated as

2.) Painted sprinkler heads were found In the . Indicated.
corridor outside of the 300 hall shower room, in
resident room 312 and 312 bath, in the corridor 5. Date of Compliance; 4/26/18 |

outside of room 304, in Physical Therapy, the 300 -
hall storage room {was once a shower), the 100 | |

FORM CME-2567(02-80) Previous Vetsians Obsalete Evant I0; 2QNK21 Facility ID: MDS001500 If continuation sheet Page 40of B
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135093
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A BUILDING 01 - ENTIRE BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

03/22/2018

NAME QF PROVIDER OR SUPPLIER

ASPEN PARK OF CASCADIA
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PREFLX
TaG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACGH CORREGTIVE ACTION SHOULD BE
GROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

(X5}
COMPLETION
DATE

K353

K918
85=F

. hall shower room, and the basement stairwell.

i (1) Leakage

Continued From page 4

Based on the quantity found In multiple locations,
the condition was deemed widespread and
further documentation was unnecessary, When
asked, the Maintenance Supervisor stated the
facility was unaware of the coerreded and painted
sprinkler heads,

Actual NFPA standard;

NFPA 25

5.2.1 Sprinklers,

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

£.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 orentation (e.g,,
upright, pendent, or sidewalt),

5.2.1.1.2 Any sprinkler that shows signs of any of
the following shall be replaced:

(2) Corrasion

(3) Physical damage

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

(8)"Loading

(8 Painting unless painted by the sprinkier
manufacturer

Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systemns - 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-sacond
criterion is not met during the monthly test, &

K 353

Ke18

K918
1. SPECIFIC ISSUE:

Facility failed to ensure Emergency

Power Supply systems were
maintained in accordance 1o NFPA

110,

FORM CME-2587(02-09) Pravious Versions Obsotete

Event 1D 2GNK21

Facility ID: MDS004500

If confinuation shaet Page »or§
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STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA

(*2) MULTIFLE CONSTRUCTION

(¥3) DATE SURVEY

| fajled to ensure the generator for the Essential
i Etectrical System (EES) wag maintained in

Maintenance and testing of the generator and
transfer switches are performed in accordance
with NFPA 110.

Generator sets are inspected waekly, exercised
under load 30 minutes 12 times a yaar in 20-40
day intervals, and exercised once avery 36
months far 4 continuous hours, Scheduled test
under load conditions include a complete
simulated cold start and automatic of 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 inspacted annually, and a
program for periadically exercising the
companents is established according fo
manufacturer requirements, Written records of
maintenance and testing are maintained and
readlly available, EES electrical panels and
circuits ere marked, readily identifiable, and
saparate from normal power circuits. Minimizing
the possibility of damage of the emergency power
source is @ design consideration for new
installations.

B.4.4,8.5.4, 6.6.4 (NFFA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This REQUIREMENT Is not met as evidenged
by

Based on record review and interview, the facility

accordance with NFPA 110. Fallure to inspect and
test EES generators could result in a lack of
system reliability during a power loss, This
deficlent practice affected 48 residents, staff and
visitors on the date of the survey.

ANE PLAN OF CORREGTION [DENTIFICATION NUMBER; A. BUILDING 01 - ENTIRE BUILDING COMPLETED
135093 B. WING 03/22/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
420 ROWE STREET
ASPEN PARK OF CASCADIA
AR MOSCOW, 1D 83843
(Xay 1o SUMMARY STATEMENT QF DEFICIENCIES 0 PROVIDER'S PLAN OF GORRECTION | 8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | compLETION
TAG REGULATORY-OR LSC IRENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFRIATE DATE
DEFICIENCY) |
K 918 | Continued From page 5 K918
process shall be provided to annually confirm this
¢ capability for the life safety and critical branches. OTHER RESIDENTS:

All residents at risk to be affected by
deficient practice,

SYSTEMIC CHANGES:

Diesel powered Emergency
QGenerator will be tested per NFPA
standards monthly for 30 minutes
under load 20- 40 day intervals, and
axercised once every 36 months for 4
continuous hours, including
documented conditions, ih addition
to weekly inspections.

Facility Maintenance Director
educated by Exccutive Director on or
before 4/12/18 to ensure routine
testing is completed weekly, monthly
and yearly.

MONITOR:

Executive Director or designee will
audit facility testing monthly for 3
months. Results to be reviewed and
addressed in QAPI meetings.

Date of Compliance: 4/26/18

i
i

FORM GMB-2567(02-99) Previous Versians Qbsolate

Event ID: 2QNK21

Facilily iD: MDS001500
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K 918 Continued From page 6 K918

| Findings include:

Buring review of the facility generator inspection
and testing records on March 21 - 22, 2018, the
facility falled to provide a 3-year, 4-hour load tast
of the generator for the assigned class. When
asked, the Maintenance Supervisor stated that
the facility was unaware of the recquirement for a
3-year, 4-hour load test,

Actual NFPA standard;
NFPA 110

8.4 Operational Inspection and Testing.

B.4.9" Level 1 EPSS shall be tested at least once
within every 38 months,

8.4.9.1 Level 1 EPSS shali be tested continuously
for the duration of its assigned class (see Bection
4.2},

8.4.9.2 Where the assigned class is greater than
4 hourg, it shall be permitted to terminate the test
after 4 continuous hours,

8.4,9,3 The test shall be initiated by operating at
least ohe transfer switch test function and then by
operating the test function of all remaining ATSs,
or initiated by opening all switches or breakers
supplying normal power to all ATSs that are part
of the EPSS being tested.

8.4.9.4 A power interruption to non-EPSS loads
shall not be required,

8.4,9,5 The minimum toad for this test shall be as
specified in 8.4.9.5.1,8.4.952 or8.4953
B8.4.9.5.3 For spark-ignited EP3s, toading shall be
the available EPSS load,

4.2* Class, The class defines the minimum time,
in which the EPSS is designed to operate at its
rated load belng refueied or recharged. [See
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The facility is a single-story Type V (111) building,
with two partial basements. The facility is fully
sprinklered, with smoke detectors in corridors and
open spaces, Jt was built in 1966, is currently
licensed for 70 SNF/NF beds, and had a census : :
af 48 on the dates of the survey.

The facllity was found to be in substantial
campliance during the initial Emergency
Preparedness Survey conducted on March 21 -
22, 2018. The facility was surveyed under the
Emergency Preparedness Rule established by
CMSE, in accordance with 42 CFR 483,73,

The survey was conducted by:
Linda Chaney

Health Facility Surveyor
Facility Fire Safety & Construction

LABORAT (¥8) DATE

Any deficiency stateimert a 1 may be exoused
other safeguards praylde sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of AurveyAvhelher or not a plan of correction is provided. For nursing homes, the above findings and plang of corraction are disclosable 14
days fellowing the datetse documents are made available to the facllity. If deficiencies are cited, an appraved plan of correction is reguisite to continued
prograrm participation.

FORM CMS-2567(02-99) Previous Versions Obsolete ) Event ID: 2QNK21 Facifity ID: ML8001500 ) If sontinuation shaat Paga 1 of 1




